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CALIFORNIA STATE BOARD OF HEALTH* 


WITH COMMENTS ON ITS ACTIVITIES DURING 
THE LAST TWO YEARS 


By Howarp Morrow, M.D. 
San Francisco 


FROM time immemorial the prevailing political 

framework and philosophy of the particular 
period have controlled the public health activities. 
While the preventive practices of the Egyptians 
were guided by superstition and magic, those out- 
lined by Hippocrates were dissociated from re- 
ligion, and were rational. Application of the scien- 
tific method, reliance on the inherent physiological 
faculties of the body to predispose to disease and 
to resist it, inductive logic and an understanding 
of social and moral values were the beginnings of 
modern preventive medicine. Public medical serv- 
ice and sanitation, as practiced by the medical 
officers of ancient Rome, reflect in every respect 
the modern concept of public health—the pro- 
tection of the people against environmental in- 
fluences which may exercise a detrimental effect 
upon their physical or mental being. These offi- 
cers of health were not only engaged in military 
service, in sanitation and in epidemiological duties, 
but were responsible for the planning of towns, 
the building of houses and the treatment of the 
poor. 


THE EVOLUTION OF MODERN PUBLIC HEALTH 


Modern public health, evolved through a great 
deal of organization, is certainly not the product 
of present-day science, irrespective of the fact 
that its greatest triumph during the past hundred 
years is based on the science of sanitation. Public 
health is more than sewage disposal, water purifi- 
cation, food inspection, and quarantine. These 
functions, assumed today by certain organizations, 
are merely a means to an end; in fact, it is only 
the end that is public health itself, Thus, public 


* From the Office of the President of the California State 
Board of Health. 


health remains a strictly social and essentially phi- 
lanthropic field, which is imposed upon every 
medical and dental practitioner, as vaguely defined 
as the ethics by which he guides his professional 
conduct. If medicine is to progress, it must carry 
out its work of public health; and since ultimately 
the physician remains the social arbitrator between 
men and their environment, it is impossible to 
separate preventive from curative medicine, or pre- 
ventive from restorative dentistry. Provided some 
of the insidious attempts at a separation of pre- 
ventive from curative medicine are not stopped, 
the time may arrive at which the health depart- 
ment is reduced to that of sanitary police, while 
the health-promoting functions are carried on by 
the non-medical welfare agencies. The close co- 
operation of the patient and physician, which is 
essentially a social aspect of medicine, is just as 
important as sanitation itself. It is this side which 
has to be preserved and strengthened. By tradi- 
tion, medicine is a social calling, not a business, 
nor even a science. 


THE PUBLIC’S VIEWPOINT OF MEDICINE 


In the eyes of the public, medicine is synony- 
mous with social duty. The exponent of medicine 
will only acquire prestige provided he or she 
is willing to assume the social obligations inherent 
to the profession. That prestige is indispensable, 
for the display of the various measures of public 
health is a recognized fact. It is apparent that 
the general practitioner, and even the specialist, 
has failed as a public health worker, largely on 
account of the decline of his prestige. The socially 
minded quack may attract more people than the 
well-trained practitioner. Poor observers have at- 
tributed this change to the public. There is no 
proof that the public has changed, but the highly 
technically equipped physician has become less and 
less socially minded and, therefore, less able to 
carry out the function of public health. On the 
other hand, there is little convincing evidence that 
the medical officer in public health, on account 
of his official status, is in a better position. Ulti- 
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mately, the social problems of medicine are solved 
by intimate social contact between patient and 
doctor, and not by an abstract official relationship. 
The strength and success of a health department 
depend entirely on the social mindedness of its 
own staff, and also the prestige of the medical prac- 
titioners of the community or the state in which 
the unit operates. A close interrelation between 
the Public Health Department and the practitioner 
of medicine must be maintained and continuously 
encouraged. In this connection, it is obviously 
imperative that the privileges and prerogatives of 
the practitioner of medicine must be preserved 
with respect to the services to be rendered. 


THE STATE HEALTH DEPARTMENT AND 
HEALTH INSURANCE 


At a time when the subject of health insurance 
is before the legislature, and the desire among 
many physicians and lay organizations to have the 
poorer classes treated by practitioners of medi- 
cine who are to receive their compensation from 
the State or from corporations, the Department 
of Public Health is at the crossroads. The perti- 
nent question, Shall all public medical and health 
work be done by the health department; in par- 
ticular shall the State Board of Public Health 
venture into the treatment of disease? may have 
to be answered in the very near future. It has 
always been the aim of the Department to restrict 
its activities to the prevention of disease, to the 
diagnosis of doubtful or new infections, to the 
control of epidemics, and to the judicious edu- 
cation of the public. The director is duty bound 
to consult with the county and city health officer, 
and to provide such aid and counsel as may be 
required in the solution of the many diversified 
problems which constantly arise. Needless to 
emphasize, the effectiveness of this codperation is 
vastly enhanced through the existence of full-time 
health units, managed by men adequately trained 
in public health matters. The Board advocates the 
development of full-time health departments. It 
is fully cognizant of the fact that one-half of the 
rural population has no public health service, and, 
furthermore, that public health has not attracted 
the best medical graduates, since the financial re- 
wards are modest and openings not influenced by 
partisan politics are few. 


THE BOARD OF HEALTH AND THE NEW 
SOCIAL ORDER 


The growing concern for the unserved or poorly 
served—a new spirit of evangelism—which per- 
meates the medical profession may in due course 
influence the policies and functions of the Board. 
May I assure you that any change of policy will 
always consider the prerogatives and the privi- 
leges of those who will be invited to render the 


new service! In this connection I also wish to 
remind you that the Board has assumed its func- 
tion in an advisory capacity, a council which will 
bring together expert medical opinion and sound 
judgment in the administration of public health 
matters. The members of the Board, as _prac- 
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titioners of medicine, are fully cognizant of the 
fact that today men and women die prematurely 
from diseases which are controllable or prevent- 
able by methods already available. These methods 
are neither sanitation nor other impersonal meth- 
ods, but they consist of a close codperation of 
patient and physician. It is the belief of the Board 
that this social aspect can best be administered 
by the practicing physician under the guidance of 
a full-time health officer. The director of the de- 
partment assumes this obligation, and he in turn 
is aided by the members of the Board who, as 
physicians, have the social contact and the pres- 
tige to interpret the needs of the public. 


THE TRADITIONAL FUNCTION OF THE STATE 
BOARD OF HEALTH 


Traditionally, the State health department has 
assumed the function of an agency to recommend 
improvements in public health sanitation. More 
and more this activity has been taken over by the 
local health departments or the civic organizations 
of the communities. The Board is, therefore, fre- 
quently called upon to decide whether or not the 
improvements recommended are desirable, practi- 
cal, and economical. Obviously, it can only act 
judiciously, provided it has at its disposal sound 
information and has, through personal or written 
investigations, established contact with the prob- 
lems involved. 


RELATIONS OF THE STATE BOARD OF HEALTH 
TO ITS DIRECTOR 


The advice which the Board can give its direc- 
tor depends entirely on the accuracy and com- 
pleteness of the data available. A great deal 
hinges on the completeness of the data which deal 
with the registration of disease. It is a well-known 
fact that test canvasses, through house to house 
surveys, have shown a striking incompleteness of 
the morbidity records. In Illinois, for example, 
it was discovered that only 30 per cent of the 
poliomyelitis and 66 per cent of the smallpox cases 
had been reported. We should promote a wider 
appreciation of the axiom that every case of in- 
fectious disease is a public matter, and that the 
diagnosis of a disease is always a cooperative 
undertaking, and as such is a very important func- 
tion of the State Board of Public Health. Through 
its ramified contacts with the profession, it can, 
in my judgment, perform this obligation to an 
admirable degree. 


With the legislature reconvening on Monday, 
March 4, the members of this organization may 
be interested in a brief outline of the unusual 
demands made upon the health agencies of this 
State during the past two years. 


Communicable disease control constitutes the 
foremost obligation of official health agencies. 
Organized effort on the part of health depart- 
ments will reduce to the minimum such diseases 
as diphtheria, plague, rabies, smallpox, and ty- 
phoid fever. The health officers and the public 
health nurses, through their continuous contacts 
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with families, are able to educate the laity regard- 
ing measures which may reduce the seriousness 
of infections such as diphtheria, poliomyelitis, 
scarlet fever, measles, mumps, whooping-cough, 
and tuberculosis. They are in a position to empha- 
size the benefit to the patient of good medical care 
early in the course of the disease. The control 
of most of the communicable diseases rests with 
the local health departments—the responsibility is 
theirs, with the State Department in the back- 
ground ready to lend assistance when needed and 
to keep them advised regarding the best pro- 
cedures to follow. 


BUBONIC PLAGUE IN CALIFORNIA 


There are some exceptions, however. The con- 
trol of plague in California is the responsibility 
of the State. In those areas of California where 
plague is endemic among the ground squirrels, 
continuous plague eradicative measures are carried 
on, and there must be no break in this program. 
During 1934 we were reminded that not only 
should plague-control operations be carried on in 
those areas known to be infected, but also that 
the State Department of Public Health should 
maintain sufficient personnel to survey other coun- 
ties so as to determine the extent of plague infec- 
tion in California. 

In the fall of 1933 high mortality was observed 
among the ground squirrels in the Lynn Valley 
near Glenville, Kern County. The exact nature of 
the deaths was not recognized until 1934. During 
the months of March, April, May and June, thou- 
sands of ground squirrels succumbed to plague in 
an area covering parts of Kern and Tulare coun- 
ties. This new focus is closely adjacent, and partly 
involves the Tule Indian Reservation. This plague 
epizodtic was of such virulence that the squirrel 
population of that area was soon practically elimi- 
nated by the infection itself. Plague infection had 
not been proved on the east side of the State prior 
to this, and as far as investigations have been 
completed the source of this newly infected area 
has not been determined. Through codperation 
with the State Department of Agriculture the 
United States Biological Survey and the United 
States Forestry Service, as well as the Agricul- 
tural Commissioners, an extensive and effective 
squirrel eradication program has been executed 
within and surrounding the infected area. On ac- 
count of the fact that this area is sparsely popu- 
lated, and the infection occurred before the vaca- 
tion season, only one human infection was brought 
to the attention of the Department. This ten-year- 
old boy suffered from a bacteriologically proved 
bubonic plague infection in June. He made a par- 
tial recovery, but died in October with signs of 
marasmus and secondary plague meningitis. This 
unique observation established for the first time 
in California the occurrence of chronic plague 
with all of the possibilities of human to human 
transmission through human fleas. 

At the time this epizodtic among the ground 
squirrels in Tulare and Kern counties was under 
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investigation another similar epizodtic among 
squirrels was reported in Modoc County. Even 
more disconcerting was the discovery that this was 
rodent plague among the Oregon squirrels and 
the brush rats in the vicinity of Alturas, Modoc 
County. The infection was particularly heavy in 
the Fandango Valley, near the Oregon border. 
We are at a loss to explain the origin of this focus. 
In this connection, however, it must be recalled 
that a fatal human case of bubonic plague was 
recognized at Lakeview, Oregon, during the month 
of May—two months before the outbreak at Al- 
turas was established by this department. The 
State Department of Public Health, in codper- 
ation with the United States Public Health Serv- 
ice, will conduct a thorough investigation of the 
extent of the infected area. The federal service 
will extend the investigation into Oregon and 
Nevada during the coming season, provided fed- 
eral funds are available. Because of the rapidity 
with which plague may be transmitted through 
the squirrel and rat population, and because of 
the experience in California with both bubonic 
and pneumonic infections in man, plague eradi- 
cation is an item requiring recognition in the 
health department’s budget. 


STATE BUREAU OF EPIDEMIOLOGY 


The State Department of Public Health em- 
ploys statistical methods for predicting epidemics 
of those diseases which are not included in the 
group controlled by man. During February, 1934, 
an epidemic of poliomyelitis was predicted for the 
summer. This epidemic was the most extensive 
ever recorded in California, but the mortality was 
the lowest. That 3,333 cases were reported may 
be due to a more complete understanding of the 
diagnosis of nonparalytic cases. The cases were 
milder than in some of the previous epidemics. 
All of the histories have not been tabulated, but 
we have reason to believe that a lower percentage 
of those cases having central nervous system in- 
volvement will have residual paralysis. It is inter- 
esting to note, however, that a higher percentage 
of the cases developed among persons of the older 
age groups. In the 1912 epidemic 78 per cent of 
the 531 cases reported were in children under 
eight years of age; in the 1930 epidemic 59.4 per 
cent of the 1,876 cases were in children under 
ten years, and last year 42.2 per cent of the 3,333 
reported cases were under ten. Most unusual of 
all was the number of cases of poliomyelitis 
among physicians, nurses, and hospital attendants 
in those hospitals caring for poliomyelitis patients. 
This was observed in several counties, but no ex- 
planation can be offered at this time. Sixty-nine 
per cent of the total cases reported occurred in 
the southern part of the State. In the northern 
section those counties which, for the most part 
had relatively few cases in the 1930 epidemic, 
reported the majority of the cases. Toward the 
end of the year the disease was particularly _preva- 
lent in Kern County, and a small outbreak of high 
virulence occurred in the vicinity of Sacramento. 
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Typhoid fever is usually localized so that full- 
time local health departments are able to deter- 
mine the source and bring the epidemic under 
control. However, during the fall of 1933, two 
hundred and twenty-two cases of typhoid fever 
were reported from three counties—Santa Bar- 
bara, Los Angeles, and San Diego. There were 
three separate epidemics of typhoid fever which 
started during the early part of November and 
terminated six weeks later. Undoubtedly, some 
food product which was contaminated was dis- 
tributed to Santa Barbara, San Diego, and certain 
sections of Los Angeles County. The duration of 
the infection was definitely limited, and by the 
time the cases were considered a part of a tri- 
county epidemic the contributing source had dis- 
appeared and could not be located. The occurrence 
served as a warning, however, as to the possibility 
of such outbreaks appearing in widely separated 
areas due to a common food supply. It must be 
admitted that with the increased diversity in food 
handling it has become exceedingly difficult to 
trace with absolute certainty sources of typhoid 
infection. The lesson which we can draw from 
this tri-county epidemic stresses again the impor- 
tance of initiating investigations early in the 
course of the epidemics. The State Department 
of Public Health is always prepared to place at 
the disposal of the physicians and health officers 
experts who are associated with this department. 


BUREAU OF CHILD HYGIENE 
The Bureau of Child Hygiene, which includes 


prenatal care, has been greatly handicapped by 


lack of funds. For a properly organized bureau, 
we should have a rural nursing service. This 
should consist of an adequate staff of nurses and 
additional supervising physicians. More county 
hospitals should develop facilities for prenatal care 
and for baby-health supervision. In view of the 
fact that one birth in seven occurred in county 
hospitals, it is quite evident that there is a large 
field for educational, medical and nursing work. 
In 1930, 17 per cent of births in California were 
among Mexicans, while 38 per cent of the infant 
mortality occurred in that race. This illustrates 
further the need for more educational work in 
prenatal, infant and maternal hygiene. The edu- 
cational work of this bureau also includes impart- 
ing to mothers the value of early immunization 
against diphtheria and smallpox. The success of 
this phase of preventive medicine depends upon 
the codperation between both official and non- 
official health agencies and the members of the 
medical profession. Those engaged in health edu- 
cation emphasize to the families the value of im- 
munization, and the health departments should 
render immunization available for those not given 
the protection by the family physician. 

Unfortunately, one must always be content with 
what is practicable, remembering that habits re- 
main second nature, and that only a slow process 
of evolution will ultimately accomplish what is 
considered best. 

384 Post Street. 
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AMEBIASIS—IMPORTANT ASPECTS OF ITS 
TREATMENT* 


By Hamicton H. Anperson, M. D. 
San Francisco 
Discussion by John V. Barrow, M.D., Los Angeles; 


Herbert Gunn, M.D., San Francisco; William C. Boeck, 
M.D., Los Angeles. 


oe the treatment of any severe and/or therapy- 
resisting disease, necessitating the administra- 
tion of potent and oftentimes toxic drugs, one 
must be watchful for an extra group of symptoms 
due, not to the disease, but to the toxic effects of 
the drug administered. Each time a new drug is 
introduced clinically there is also introduced the 
possibility of a new symptom-complex. In ame- 
biasis, emetine, when used in excess or inadvisedly, 
may cause a condition similar to beri-beri, with 
special emphasis on the cardiac aspects. With the 
arsenicals and the halogenated oxyquinolin deriva- 
tives, toxic states may develop which further 
embarrass an already damaged system. Certain 
other drugs, particularly bismuth subnitrate, may 
produce untoward blood effects which could be 
avoided if other salts of bismuth were used. In 
amebiasis, as in other chronic disease states, it is 
a matter of selecting the least harmful, most 
effective therapeutic agent of several now avail- 
able; and this choice depends chiefly upon good 
clinical judgment, aided by a knowledge of critical 
laboratory studies. 


BASIS OF THERAPY 


Considerable discussion has been devoted to 
the treatment of amebiasis based on the in vitro 
and in vivo effects of various drugs on the patho- 
genic ameba. Little attention has been paid, how- 
ever, to the patient’s response to the amebic 
infection, i. e., the disease hazard; and even less 
interest is shown in the systemic effects of the 
more important drugs now used in controlling the 
infection, i. e., the therapeutic hazard. It is this 
phase of the problem with which we are con- 
cerned in this discussion, i. e., the response of the 
ameba-infected individual to present- day therapy. 


AMEBIASIS IN TEMPERATE CLIMATES 


Amebiasis in temperate climates usually does 
not produce such severe symptoms as to require 
long-continued treatment with large amounts of 
toxic agents, except in resistant cases. It is more 
likely to be a state of chronic ill health, easily 
confused with other gastro-enteric infections, and 
capable of being diagnosed only when E. his- 
tolytica is demonstrated in the freshly-passed 
stool. Amebiasis affects chiefly the large bowel, 
although the liver also may be involved often, or 
perhaps always, to some degree. In the average 
patient the disease hazard is not great enough to 
justify an added therapeutic risk. We must weigh, 
then the amount of damage present, the duration 


*From the Pharmacological Laboratory, University of 
California Medical School, San Francise 

Read before the General Medicine Section of the Cali- 
fornia Medical Association at the eri third annual ses- 
sion, Riverside, April 30 to May 3, 
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of infection, the chance of cure, and the probable 
sequelae remaining after amebae have been elimi- 
nated. Every cyst passer, however, regardless of 
symptoms, is a public health problem and requires 
treatment, not only to insure his own future 
health, but also that of his immediate household 
and of his community. Moreover, once a diag- 
nosis of amebiasis has been made, every member 
of the infected individual’s household should be 
examined. Those found to be infected should be 
treated simultaneously in order to eliminate the 
chance of reinfection, which is probably more 
common than relapse. 


AMEBIASIS THERAPY NOT SIMPLE 


James? commenting on treatment, states that 
“Those who are familiar with the gross and 
microscopical pathology of amebic infection do 
not expect to cure their patients with a few doses 
of any so-called specific, within a few days, or 
even weeks. The many systems of treatment em- 
ployed, the wide divergence of opinion as to their 
efficacy, the number of drugs that have been pro- 
posed from time to time, offer eloquent evidence 
as to the long duration, frequency of relapse, and 
stubbornness of the disease. The difficulty of 
curing peptic and duodenal ulcers, even the 
smallest ones, by medical treatment, is well known, 
and good results have been obtained at times by 
radically different methods. In intestinal ame- 


biasis there may be from two or three to many 
ulcers of the colon, and sometimes ulcers of the 
appendix as well, as large or larger than thosé 


found in the stomach or duodenum, and equally 
as chronic. I do not know why the former should 
be supposed to heal more rapidly than the latter ; 
yet there are those who advocate a few doses of 
emetin, ipecacuanha, stovarsol, yatren, or some 
other drug, and as soon as the symptoms have 
abated and the stools are formed, dismiss the 
patient without further thought as to after-treat- 
ment or diet. . . . The brilliant and, at times 
magical temporary results that followed the intro- 
duction of emetin caused many to forget the 
relapses that so frequently followed. Emetin and 
its compounds must be used with discretion. . . 

They are not drugs to trust to the patient himself, 
nor in untrained hands. They have a powerfully 
depressant and even toxic effect on the myo- 
cardium, and not infrequently produce a true 
paralysis of various groups of the voluntary 


muscles.” 
EMETIN 


It is now recognized that emetin possesses so 
great a therapeutic hazard in dosage required for 
effectiveness in amebiasis that its routine clinical 
use in this disease is no longer justified. St. John ? 
has recently demonstrated in vitro that amounts 
of emetin which are directly lethal for amebae are 
much greater than the body tissues can tolerate. 
It is a fact that clinically safe doses are not always 
sufficient to rid a patient of this infection, and 
that amounts in excess of 10 grains total (10 milli- 
grams per kilo for the average adult) may pro- 
duce permanent cardiac damage. The use of this 
alkaloid should be confined to amebic hepatitis 
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or abscess, and to complicated amebiasis requir- 
ing surgical intervention, since other less harmful 
drugs are now available for the average uncompli- 
cated case. When emetin is used, one should re- 
cord the blood pressure and pulse rate daily. A 
lowering of pressure and an increase in pulse rate 
may indicate impending cardiac damage. 


CARBARSONE 


Of the less harmful drugs, the safest and most 
effective in our hands (in treating approximately 
four hundred cases to date) is carbarsone, an 
organic arsenical closely related to tryparsamid. 
We have used the drug orally and rectally in 
amounts totaling 2.5 grams per kilo, given over 
a year’s time with no ill effects except in one case. 
Dr. J. C. P. Fearington* has employed a total 
oral dosage of 3.0 grams per kilo over forty-eight 
weeks with no perceptible harm. This is forty 
times the amount originally recommended by us * 
for the treatment of amebiasis. Thus far we have 
had but one case of intolerance to the commercial 
product now available. This occurred in an indi- 
vidual having an associated hepatitis with amebi- 
asis (in which instance the drug should not have 
been given) ; after receiving 4.0 grams of the drug 
orally, the patient complained of intense right 
upper abdominal pain and soreness, generalized 
aches, weakness, and numbness of the hands and 
legs, but no nausea, vomiting, diarrhea, or cutane- 
ous rash. Her sclerae were icteric, the skin dusky, 
and the liver edge descended 7 centimeters below 
the costal margin and was tender on palpation. 
Laboratory examinations were negative, except 
the rose bengal test, which at six minutes showed 
reduced elimination. Five days after discontinuing 
the drug, the symptoms cleared, and the patient 
is now in good health. This case was reported 

+ 5 
previously. ‘esi 

Vioform, N. N. R. (iodochloroxyquinolin), 
originally introduced as a dusting powder, was 
found more recently to be better than chiniofon 
(“yatren” or “anayodin’”) * in clearing patients of 
E. histolytica. In naturally infected monkeys it 
was the most effective of any of the drugs tried 
orally.? Clinically, vioform compares favorably 
with carbarsone. Our experience thus far is 
limited to ninety patients, three of whom have 
shown evidence of intolerance. Untoward symp- 
toms (which may occur with as little as 4.0 grams 
of the drug) are severe gastric distress, with 
nausea, vomiting, colicky pains, diarrhea, exces- 
sive flatulence, with mucus and blood in the stools. 
When used rectally, severe local irritation results 
with concentrations as low as 1:500. Vioform 
should not be administered in retention enemata 
for this reason. Orally the drug is given in 0.25 
gram capsules thrice daily for ten days (7.5 grams 
in the average adult), and after a ten days’ rest 
this amount may be repeated. 


PROCEDURE IN CLINICAL THERAPY 


It is impossible to outline a definite routine for 
the clinical handling of the patient with acute 
amebic dysentery, but our procedure is, in general, 
as follows: After demonstrating E. histolytica, a 
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thorough examination of the patient is made, with 
special reference to hepatic and renal function 
and the extent of lower bowel damage (best ob- 
served through the proctoscope or in some cases 
with roentgenologic examination after barium 
enema). Only those individuals with extensive 
liver involvement, or other extra-cardiac surgical 
complications, are given emetin, as indicated pre- 
viously. The average acute case with severe colitis 
may be started on retention enemata of carbar- 
sone, 2.0 grams dissolved in 200 cubic centimeters 
of a 2 per cent sodium bicarbonate solution, to 
be retained over night for six consecutive times.® 
Meanwhile bismuth subcarbonate may be given in 
heaping teaspoonful amounts each time the patient 
has a watery or bloody movement. At the end of 
the first week, 0.25 gram capsules of carbarsone 
may be given two or three times daily for twenty 
doses. If symptoms clear at the end of this course, 
a week’s rest is allowed. If not, the rectal therapy 
may be repeated, followed by a second oral course 
as above. Examination of the stools should be 
made at the end of the first month, and if nega- 
tive no further oral treatment is indicated unless 
amebae reappear. During the first six months, 
series of specimens should be examined monthly, 
and after this interval stools should be searched 
at the end of each three monthly period for at 
least two years, and proctoscopic examinations 
should follows the progress of therapy. 

If vioform is selected as the therapeutic agent, 
much the same procedure is followed, except that 
this drug must not be used rectally. The oral 
dosage is: 0.25 gram capsules thrice daily for a 
ten-day period. 

CHRONIC AMEBIASIS 


In chronic amebiasis, the more common form 
of the disease in California, rectal instillations are 
not usually resorted to. One may begin with cap- 
sules of carbarsone in 0.25 gram amounts twice 
daily for ten days, then allow a ten days’ rest, 
following this with a second oral course totaling 
5.0 grams. Vioform may be given in the same size 
capsule thrice daily. At the end of the first month 
of therapy, stools are examined as in the acute 
dysentery cases, and treatment is based entirely 
on the appearance of the pathogenic ameba in the 
stools. One other precaution necessary in any 
case of amebiasis concerns diet, which should be 
smooth (all vegetables pureed), low in starch, high 
in protein, and free from all alcoholic beverages. 


AMEBIC HEPATITIS 


Amebic hepatitis and hepatic abscess require 
emetin therapy, as suggested by Leonard Rogers.® 
The drug should be given subcutaneously in 1.0 
milligram per kilo doses daily for ten days. When 
the acute symptoms subside and the liver func- 
tion returns to normal, then carbarsone may be 
used safely, as outlined above for acute dysen- 
teric cases. In hepatic abscess, however, aspiration 
should be resorted to before emetin is given, since 
patients recently emetinized are extremely bad 
surgical risks, in James’ opinion.?® It is believed, 
also, that aspiration is preferable to incision and 
open drainage in these cases, but surgical opinion 
on this point is not unanimous. 
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BISMUTH SUBCARBONATE 


Bismuth subcarbonate is a most useful adjunct 
in acute dysenteric cases. Subnitrate of bismuth 
is not used because of possible untoward nitrite 
effects, such as methemoglobinemia and methemo- 
globinuria, following the administration of exces- 
sive amounts of the drug in susceptible indi- 
viduals. Clark *° has demonstrated healed amebic 
ulcers in patients who have died from other causes 
subsequent to bismuth therapy. Granulation tissue 
may fill the ulcer craters and the healed mucosa 
of the lower bowel seems to be capable of func- 
tioning. In some bismuth-treated cases the ap- 
pendix is the only site at which amebae are found 
at necropsy. Cecal lesions being more accessible 
to the drug, heal before the lesions in the ap- 
pendix, according to Clark’s observations. 


RESISTANT AMEBIASIS 


Resistant cases of amebiasis constitute about 
10 per cent of the group seen by us in California. 
Persistence in drug therapy, with special watch 
for ill effects in the heart (with emetin), liver 
or kidneys (with carbarsone or vioform), or blood 
(with bismuth subnitrate), is the keynote to a suc- 
cessful outcome. These individuals are real thera- 
peutic problems, and one must be certain that re- 
infection is not nullifying drug action. Usually, 
however, there is a residual non-amebic colitis 
present which is, many times, refractory to spe- 
cific therapy (if the causative organism can be 
identified), or to nonspecific symptomatic care 
(which is the case in the majority of resistant 
patients). Here surgical intervention may be war- 
ranted. Runyan and Herrick" advise cecostomy 
or, less frequently, appendicostomy followed by 
continuous irrigations of the large bowel. Ileos- 
tomy is preferred by some surgeons. The oper- 
ation may be performed under local anesthesia, 
adding no further risk to the emaciated or de- 
hydrated patient. Amebic granulomata of the 
bowel may occur and have been confused with 
malignancy. This requires surgical removal and 
subsequent specific amebic drug therapy, as empha- 
sized by Gunn and Howard.’* They state that “it 
is hardly conceivable that a pathologic process” like 
that of amebic granuloma “should yield to anti- 
amebic medical treatment. Emetin hydrochlorid, 
while a very valuable remedy if properly used, 
is extremely depressant in overdoses and poorly 
borne in operative cases.” Rectal ulceration also 
may act as a resistant focus, and on this account 
the infected area should be excised. Finally, one 
must not lose sight of the fact that other patho- 
logical changes may accompany amebiasis, such 
as malignancy, and thus confuse one completely 
in the clinical handling of these so-called resistant 
cases. 

FAMILY THERAPY 


The most important point regarding treatment 
is that it should be directed toward clearing the 
family, of which the sick person is a member, 
and in cleaning up the environment in which the 
patient lives, particularly because of possible re- 
infection. No therapy will be successful unless 
the simple matters of personal hygiene are con- 
trolled. In fifteen consecutive family groups, forty 
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of the total sixty-two members were found to 
harbor E. histolytica. In handling amebiasis, then, 
we must treat not only the patient who presents 
himself for care, but also treat simultaneously 
other infected members of his household, particu- 
larly the food handlers. Finally, one should always 
suspect possible fecal contamination of the water 
supply in any household harboring resistant cases. 


SUMMARY 


The response of the individual to E. histolytica 
infection is discussed with special reference to the 
added therapeutic hazard. The extent of tissue 
damage, the duration of infection, and the associ- 
ated amebic or non-amebic complications deter- 
mine largely the therapeutic approach. All mem- 
bers of amebic households should be examined, 
since multiple family infections are not uncommon. 
Those found harboring E. histolytica should be 
treated simultaneously with the patient who pre- 
sents himself for care. 


Carbarsone and/or vioform may be used in 
uncomplicated amebiasis in preference to emetin, 
because these drugs (1) may be given orally; 
(2) may be used in treating ambulatory pa- 
tients; (3) are less toxic than emetin, especially 
for heart muscle; (4) have specific amebacidal 
action. Carbarsone has a definite tonic effect, and 
may be used rectally without causing local irri- 
tation as does vioform. Emetin is the drug of 
choice in treating amebic hepatitis, abscess or 
other surgical complications, and should be given 
after operation (when indicated) in total subcuta- 
neous dosage not exceeding 10 milligrams per 
kilogram (10 grains for the average adult). Bis- 
muth subcarbonate may be used in massive doses 
to control dysenteric symptoms during the acute 
stage (bismuth subnitrate is not used, because of 
possible untoward nitrite effect). Surgical inter- 
vention may be required in residual colitis cases, 
where through and through drainage is helpful, 
and in removing amebic foci in appendices, granu- 
lomata of the bowel and rectal ulcers. 

350 Post Street. 
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DISCUSSION 


Joun V. Barrow, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—The gist of this paper consists essen- 
tially in what the author chooses to call “The thera- 
peutic hazards of the treatment of amebiasis.” 


We believe that the average case does not produce 
a very great hazard, either clinically or therapeuti- 
cally. The severe cases are, first, essentially a very 
dangerous clinical hazard. They are the cases com- 
plicated with severe bowel ulceration and liver ab- 
scess. They are the cases in which systemic infection 
is another great hazard. In fact, they are the cases 
that may go on to fatal termination, in spite of all of 
our drug therapy and surgical intervention. They are 
the cases where the hearts bear a big brunt of the 
infection. Obviously any treatment, either mild or 
severe, cannot be held to bear the brunt of the results. 


The author later limits almost all therapeutic hazard 
to the use of ipecac and its derivatives. He discusses 
“the dosage required for effectiveness” in a manner 
to indicate that that question is settled. Many of us 
do not regard the large doses of a medicine as the 
most effective use of that drug for therapeutic benefit. 
There is no question that large dosage of emetin is to 
be condemned. The same is true of all the other 
essential drugs in amebiasis. It seems odd to state 
that the use of emetin should be confined to hepatic 
damage, for here the patient faces the most severe 
hazard of the disease. If the drug is not a severe 
hazard in liver abscess, how can it be so dangerous 
in the very much milder forms? The author sets ten 
grains total dosage as the maximum above which we 
may expect cardiac damage. We make a mistake to 
set any fixed dosage up in opposition to the daily 
observation and clinical judgment of the physician. 
The same principal manifestly holds true for the 
arsenicals from which poisoning occurs much more 
often than from the use of emetin in the hands of 
careful clinicians. 


I have nothing but praise for the arsenical men- 
tioned by the author. It must be remembered that it 
is an “arsenical” preparation—a competitor of two or 
three similar remedies. I have used these arsenicals 
often, and were it not for constant watchfulness, I 
would see more cases of arsenical intolerance in one 
month than the author reports to have seen in his 
entire experience. 


The chemistry of the oxyquinolin group has not 
been of unquestioned repute. No one would pre- 
scribe it for its benefit on white blood cell formation. 
This drug, also, must be given under sensible clinical 
direction. 


In the author’s concluding paragraph he states: 
“Emetin is the drug of choice in treating hepatitis, 
abscess or other surgical complications, and should 
be given after the operation (when indicated) in total 
subcutaneous dosage not exceeding ten milligrams per 
kilogram (ten grains for the average adult).” No one 
can truthfully say when a hepatitis begins in an amebi- 
asis. Most workers believe a mild hepatitis exists in 
practically all amebiasis. Waiting for an abscess to 
develop before using emetin involves the same princi- 
ple as waiting for an appendix to rupture and become 
walled off before surgical interference. Emetin in one- 
third grain doses, given from two to five times weekly, 
will protect the liver and thereby prevent abscess 
formation, if clinical experience is any criterion. So 
long as the patient is kept in bed, clinical watchful- 
ness will guarantee that there shall be no clinical over- 
dosage. The giving of one-grain dosage daily, in my 
mind, is not justified in these cases. 
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It is not the effect of emetin on the heart so much 
as it is the influence of the infection finding entrance 
through the amebic foci. The clinician must anticipate 
heart infection and heart strain in all acute diseases. 
If this is done and common sense is used in managing 
the treatment for amebiasis, there will be no cardiac 
failure in the administration of emetin. 


® 


Hersert Gunn, M.D. (163 Twenty-sixth Avenue, 
San Francisco).— Doctor Anderson has dealt with 
important phases of the subject of amebiasis in an 
interesting, conservative and able manner. 

There is no doubt that harm is often done by in- 
judicious use of drugs in the treatment of this disease, 
as all of the drugs available are powerful and probably 
toxic in excessive doses. 

The drug selected as the amebicide must be ad- 
ministered in sufficient dosage to accomplish its pur- 
pose—that is, the destruction of the amebae. In order 
to accomplish this without causing undue injury to 
the patient, it is necessary for the physician to have 
a thorough knowledge of the drug to be used. In 
addition, there must be available facilities for critical 
laboratory studies which not only govern the extent 
of the treatment, but represent the foundation upon 
which the entire case is built. 


As stated by Doctor Anderson, emetin hydrochlorid 
is one of the most misused drugs in the treatment of 
this disease. It is powerful, and in overdoses toxic 
and dangerous. However, if properly understood and 
judiciously used, it is one of the most valuable drugs 
we have in certain phases of amebiasis. In the first 
place, it should be thoroughly understood that it is 
not amebicidal—at least in doses tolerated by the 
human body. A perusal of the literature will readily 
show that this statement represents the general view 
of the medical profession. However, I demonstrated 
the correctness of it myself and published my findings 


in the California State Journal of Medicine for May, 
1918. 


As stated by Doctor Anderson, emetin hydrochlorid 
is of great value in certain complications such as 
amebic hepatitis, liver abscess, etc. I believe, however, 
that we have no remedy that compares with it in con- 
trolling the dysenteric symptoms which occur in a 
certain percentage of amebic cases. Under such con- 
ditions the emetin is omitted as soon as relief from 
the dysentery is afforded and reliance placed in other 
drugs to complete the cure. The daily dose should 
not exceed one grain and, as stated by Doctor Ander- 
son, a total of ten grains should not be exceeded. It 
has been my practice, in cases where it was believed 
advisable, to continue the emetin to reduce the dose 
to one-half grain after five or six days and later to 
one-third grain daily—the total amount not exceeding 
ten grains. Furthermore, no patient while receiving 
emetin hydrochlorid should be ambulatory. 


For the radical cure of amebiasis—that is, the eradi- 
cation of amebae from the body—dependence can be 
placed on two drugs, used alone or in combination 
with each other: the arsenicals and the iodin prepa- 
rations. I have used an arsenical in the form of neo- 
arsphenamin for this purpose for the past eighteen 
years. At first, it was used intravenously in conjunc- 
tion with emetin hydrochlorid hypodermatically; later 
it was given as a retention enema instead of intrdve- 
nously. Following the introduction of the iodin com- 
pounds, yatren and anayodin, I used neoarsphenamin 
by retention enema to supplement their action. The 
results of this treatment were highly satisfactory. 


Carbarsone is undoubtedly an excellent arsenical 
preparation. I have used it in a number of cases, 
checking the results most carefully. It showed no 
toxic effects, was decidedly tonic in action, and the 
amebicidal effect was excellent. In addition, it is easily 
administered. 


Of the iodin preparations, vioform I have not used. 
However, I have had considerable experience with 
anayodin and have found it an excellent preparation. 
The only disagreeable effect is at times a diarrhea 
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which has been readily controlled by temporarily 
omitting the drug or reducing the dose. In chronic 
resistant cases I give anayodin continuously until two 
hundred pills have been taken. If tolerated, the dose 
is four pills thrice daily. This is supplemented by two 
or three retention enemas of neoarsphenamin given at 
weekly intervals; and 1.8 gram of neoarsphenamin 
dissolved in about 100 cubic centimeters of tap water 
is injected into the retum, to be retained. To facili- 
tate retention, the patient should be in bed for four 
or five hours following the treatment; if the patient 
is ambulatory it is given at bedtime. No irritation of 
the bowel results. I have used this treatment success- 
fully in at least one case which had proved intractable 
to four or five courses of carbarsone, extending over 
a period of several months. 


I cannot agree with Doctor Anderson’s statement 
that “reinfection is probably more common than re- 
lapse.” From my experience, I believe that inadequate 
treatment or faulty laboratory technique can explain 
practically all recurrences. 


& 


WitiiaM C. Boeck, M. D. (1709 West Eighth Street, 
Los Angeles).—I have enjoyed the paper read by 
Doctor Anderson and the discussions by Doctors 
Barrow and Gunn, from which, apparently, there is 
something difficult and also mysterious about the 
treatment of amebiasis. Condemnation proceedings 
seem to have been instituted against emetin in favor 
of the arsenical compounds, especially carbarsone. It 
would appear that we have only learned how to treat 
amebiasis since the late advent of carbarsone, yatren, 
and vioform, but we lose sight of the work done by 
British and French physicians who treated with emetin 
thousands of cases during the World War. Some 
postpolemic therapeutists of amebiasis have sought 
to discredit emetin in favor of carbarsone, accusing 
emetin of producing permanent cardiac damage. Yet, 
they advise emetin in the treatment of amebiasis com- 
plicated by hepatic abscess—cases in which the heart 
has already suffered greatly from the prolonged tox- 
emia produced by the liver abscess and the often asso- 
ciated amebic colitis. This hardly seems consistent. 


There are many pharmacologic studies on labora- 
tory animals that reveal the toxic effect of emetin on 
the heart when given in large doses. There is, how- 
ever, only a scattering of cases of human amebiasis 
in which emetin was used with a resultant toxic action 
on the heart; and in these cases the electrocardio- 
graphic status of the heart was not known before 
treatment was begun. I am reminded of a remarkable 
series of over one hundred cases of amebiasis, acute 
and chronic, treated very carefully with emetin by 
Wenyon and O’Connor during the- World War. In 
this series there were only two cases that manifested 
cardiac toxic effects, causing irregularity of rhythm 
and associated shortness of breath on exertion. The 
disturbance was not permanent, however, for it cleared 
up in two weeks. These patients received larger doses 
of emetin than are customarily advised today. One 
received 26 grains in twenty-seven days, and the other 
30 grains in thirty-three days. Another case, however, 
received 46 grains in fifty-three days without any 
effect on the pulse rate, blood pressure, or rhythm of 
the heart. We may conclude, therefore, that some 
persons may have an idiosyncrasy to emetin as to 
quinin, arsenic, and other drugs. All of the other cases 
treated by Wenyon and O’Connor received from 12 to 
30 grains or more of emetin without any toxic effect 
on the heart. When emetin was used in doses of one 
grain daily for a total of 10 to 12 grains in a course, 
such dosage produced no toxic effect on the heart in 
their experience; and that is the experience of many 
other investigators since the World War. Now, a 
shorter course of emetin, extending over four to seven 
days, is usually advocated, combined with the ad- 
ministration of either treparsol or carbarsone, vioform 
or yatren in treating cases with severe dysentery, but 
in chronic cases one may choose, if he wishes, one of 
the newer drugs and thus avoid the unpleasant hypo- 
dermic or intravenous administration of emetin. 
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Let us use the newer amebacides, since they are 
very efficient and easy of administration, remember- 
ing that they are not necessarily free of untoward 
results in some susceptible individuals, as reports have 
shown. Digitalis in too large doses is also toxic for 
the heart, but we do not stop using it because some- 
one has been careless in its use with sometimes fatal 
results. I am certain that those physicians who wish 
to use emetin may do so without any risk to the 
patients if the proper dosage is followed. Let us re- 
member, too, the thousands of cases that have been 
treated successfully, if not always readily cured, and 
feel grateful for what emetin has accomplished. It 
need not be ruthlessly outlawed for newer favorites 
that also have certain shortcomings and dangers. 
Good clinical judgment is still paramount no matter 
what the form of therapy. 


& 


Docror Awnperson (Closing).— The first discusser, 
Dr. J. V. Barrow, has misread and misinterpreted the 
paper he is discussing. He is able airily to discard 
objective and authoritative laboratory studies in favor 
of his clinical impressions. With such a point of view, 
argument is unavailing. The paper does not “limit 
almost all therapeutic hazard to the use of ipecac and 
its derivatives.” It reviews the therapeutic hazards of 
anti-amebic treatment from a point of view that will- 
ingly or unwillingly must receive attention from clini- 
cians. To answer the particular points of criticism in 
this discussion is to repeat the contents of the paper 
itself, to which the impartial reader is referred. I 
would like to ask for exact case reports of intolerance 
to carbarsone, or other objective support for the state- 
ment that “were it not for constant watchfulness, I 
would see more cases of arsenical intolerance in one 
month than the author reports to have seen in his 
entire experience.” Assuming that the discusser has 
this quantity of cases available, it would be desirable 
for him to give an exact detailed study of these in- 
tolerances, as such information would be helpful in 
evaluating anti-amebic treatment. The discusser’s 
misreading of the final paragraph in the paper, refer- 
ring to emetin as the drug of choice in amebic hepati- 
tis, needs only a comparison with the original. 

Probably a more dispassionate discussion, and one 
based on acquaintance with and recognition of the 
value of accurate experimental work, would have 
better served the purpose we have sought in the past 
five years” study of amebiasis, namely, the develop- 
ment of better methods of treatment, with no prefer- 
ence for any particular drug not based on its actual 
effectiveness. 

Doctor Gunn’s considered review must carry great 
weight with the clinician, as it comes from a very 
large clinical and laboratory experience. 


I believe that if Doctor Boeck will read the papers 
of the last five years of our study of amebiasis, he 
will agree that full credit has been given to the excel- 
lent and classical work of British and French phy- 
sicians. Also, a more careful reading by him of the 
paper now under discussion will answer most of his 
criticism. Many authorities could not agree with his 
statement that “there is only a scattering of cases 
of human amebiasis in which emetin was used with 
a resultant toxic action on the heart.” Emetin, like 
any chemical acting on living tissue, has an effect pro- 
portional to dosage in terms of body weight. Evidence 
exists to show that it is fixed in cardiac and other 
muscle, and is very slowly eliminated from the body. 
It has, therefore, cumulative toxic properties. It in- 
jures heart muscle in doses below those required for 
effectiveness in amebiasis. The evidence for these 
statements has appeared from many independent ob- 
servers during the last decade. 

Emetin is recommended in amebic hepatitis, or 
when liver function is impaired in amebiasis, because 
other drugs less dangerous than emetin in the ordi- 
nary case of amebiasis, such as carbarsone or vioform, 
have themselves toxic actions on the liver, which 
might become serious in liver involvement. Emetin 
has no toxic action on the liver. 
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CERVICAL CANCER* 


AN AUTOPSY STUDY OF WOMEN DYING WITH 
CERVICAL CANCER AFTER RADIATION 


By Dantet G. Morton, M. D. 
San Francisco 


Discussion by Homer Carlton Seaver, M.D., Los Ange- 
les; Robert S. Stone, M.D., San Francisco; L. J. Tiber, 
M.D., Los Angeles. 


EFORE the days of radiation, and while radi- 

cal surgery was in its infancy, numerous 
studies were made of autopsy findings in women 
dying of cervical cancer. In 1858, Wagner? 
studied a number of such necropsies, and observed 
that many of the women were quite fat and failed 
to show the wasting commonly associated with ad- 
vanced malignant disease. He found that marked 
ureteral dilatation was present in one-third of the 
individuals, and that only a few had metastases 
in distant organs. In 1893, Winter? conducted a 
similar study and made essentially similar observa- 
tions. In addition, in forty-four autopsies after 
radical panhysterectomy (the growth well confined 
locally at time of operation) he found glands in- 
volved in only two. In 1895, Roger Williams,’ in 
a beautiful study, reported findings in seventy- 
eight autopsies on women dead of cervical cancer. 
Extensive renal disease was noted in every case; 
definite hydronephrosis and hydroureter occurred 
in sixty-seven. Neighboring lymph glands were 
involved in fifty-six, or 72 per cent. Distant 
lesions were found in 20 per cent. He observed 
that the cervical cancer patient is usually cut off 
by intercurrent complication (e. g., ureteral block- 


age), before the entire process has had time to 
mature. 


THE TENDENCY OF CERVICAL CANCER FOR 
LATE METASTASIS 


All of the earlier observers were struck by the 
absence of metastases in many of the far-advanced 
cases; they felt, therefore, that cervical cancer 
tends to metastasize late, that the actual cause of 
death is usually the local growth which kills by 
ureteral compression resulting in urinary insuff- 
ciency. They learned that the following sequence 
of events usually occur. The parametrium and 
vaginal mucosa are the first points of attack be- 
yond the cervix, while coincident or shortly sub- 
sequent invasion of the bladder may occur. Spread 
to the uterine fundus and adnexa are usually late 
events. After growth in the parametrium, cancer 
cells may be carried to the regional lymph glands 
situated at the bifurcation of the common iliac 
artery, and called the iliac or hypogastric glands. 
Thence spread may occur to the lower lumbar 
glands along the vertebral column. When invasion 
of blood vessels takes place, distant metastases 
may occur to liver, lungs, and other organs. Usu- 
ally, when death comes in the untreated case, the 
ureters have been blocked off by the local spread 
of cancer, metastasis may or may not exist in re- 
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gional lymph glands, and the woman looks well 
preserved in contrast to the emaciated, cachectic 
individual usually associated with advanced malig- 
nancy. 

These studies are of immense value, for they 
teach us the natural history of the disease and 
enable us to form a picture of the process un- 
influenced by treatment. Such observations were 
also of practical clinical value, for they suggested 
that radical surgery might offer hope of perma- 
nent cure in cases in which the local growth was 
early, it having been demonstrated that metastases 
were rare in such cases. This was borne out later 
when it was found that recurrences after oper- 
ation were primarily local, not metastatic. 


PURPOSE OF THIS STUDY 


With these facts as background, it appeared to 
us that a study of autopsies upon women dead 
of cervical cancer in whom radiation had been 
employed as treatment might prove of consider- 
able interest. Within the last year, Warren * and 
Behney * have each reported series of necropsies 
upon women who had died with cervical cancer. 
Warren’s cases numbered 132 and Behney’s 166. 
A considerable proportion of each had been 
treated by radiation. Each author brought out 
that metastases were found more frequently, the 
more anaplastic the parent tumor. Behney at- 
tempted to fix the cause of death as intrapelvic 
or extrapelvic in the 159 who actually died of 
cancer: eighty were due to extrapelvic conditions, 
and seventy-nine to intrapelvic. However, no dis- 
tinction was made between the treated and the 
untreated. He found metastatic lesions in 55 of 
the 166 women. Unfortunately, neither of these 
authors attempted to correlate their findings with 
extent of disease when first treated, or with ade- 
quacy of treatment. 


MATERIAL FOR THIS STUDY 


A series of thirty-six autopsies on women 
treated for cervical cancer by radium, roentgen- 
ray, or a combination of both has been made by 
or for members of the department of obstetrics 
and gynecology of the University of California. 
Of these, sixteen were entirely adequate for study. 
The remainder, though quite incomplete in some 


TABLE 1.—Indicating Distribution of Metastases 


Lymph nodes .... 
Retroperitoneal 
Regional 
SII 9. iss esahcrivstostoianuiaeanea 
Mesenteric aha 
SPUN - Sctdsicsnbgnenenbsodsegeancouiness 
Mediastinal . 


29 times 


BIND: -Hissiniessssmminenerenscenens 7 times 


Liver .... 7 times 





I a a 7 times 


BID III ccc eccicnsnnctonnrcen 


3 times 


Vena cava 3 times 








Adrenals, kidneys, gall-bladder, 


tubes, 
mesentery, urethra, ribs, each once. 


ovaries, 
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TABLE 2.—Indicating Relative Frequencies of the 
Various Causes of Death 


Predominant 


Cause of Death Cases Comment 


Of which seven also 


Local growth had metastases 


Of which five also had 
large local spread. 
Relative importance 
impossible to esti- 
mate 


Distant or met- 
astatic cancer... 


Accident or com- 
plication 





respects, were sufficient to arrive at a satisfactory 
idea of the cause of death. Of the thirty-six, six- 
teen exhibited metastases, of which six were in 
regional or retroperitoneal glands only, and ten 
were multiple. The distribution of metastases is 
indicated in Table 1. 


VARIOUS CAUSES OF DEATH 


Some of the autopsies were limited in extent. 
Complete examinations of all cases might have 
revealed a few additional sites, as, for example, 
the brain. With the exception of bone metastasis, 
the sites indicated and their frequencies cor- 
respond fairly closely with those previously re- 
ported. Occurring three times in thirty-six autop- 
sies, bone metastasis was far more frequent than 
has usually been found. The mere presence of 
metastasis, however, did not mean that it had 
played a prominent role in causing death. When 
an effort was made to determine the actual cause 
of death in each case, it was found that the local 
growth was responsible in the majority. The 
figures given in Table 2 show the relative fre- 
quencies of the various causes of death. 

Death caused by the local spread of cancer was 
usually due to blockage of ureters with consequent 
hydroureter, hydronephrosis, uremia. Bowel ob- 
struction was the cause of death in a few, and 
hemorrhage was responsible in one. Death due to 
metastatic cancer was similar to that observed in 
any case in which widespread malignancy has 
occurred—wasting, absorption of toxic products, 
interference with function of various organs, oc- 
casionally peritonitis. Those deaths classified as 
due to accident or complication will be commented 
upon in detail later. 


An interesting and important point is that in 
only one case was there a total absence of local 
cancer. In other words, the radiation employed 
had failed to kill the local growth in all except 
one, and death from cancer would have occurred 
regardless of the presence or absence of metas- 
tasis. This fact points out rather forcefully how 
inadequate were the methods of radiation em- 
ployed, and leads one to feel that there is much 
yet to be accomplished in the development of radi- 
ation as a means of treating cancer. It should be 
added that the methods and dosage of radiation 
conformed to those in use in the best clinics, ex- 
cept when some physical circumstance made them 
impossible. 
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Tas_e 3.—On Stages of the Disease, Metastases, Extent of Disease and Causes of Death 


Operable Cases 


Metastases 


6 (54.5%) 


Local Growth 
Cause of Death 





Metastases 


Accident 
Cause of Death 


Cause of Death 


3 (27.3%) 


Inoperable Cases 


10 (40%) 


ON STAGES OF DISEASE, METASTASES, EXTENT 
OF DISEASE AND CAUSES OF DEATH 


Since conceivably radiation should have been 
more efficacious in those with small tumors than 
in those with advanced growths, correlation was 
attempted between the extent of the disease at 
first treatment and the occurrence of metastases 
at autopsy ; and between the extent of the disease, 
and the cause of death. The findings are given in 
Table 3. 

Metastases were found more frequently in the 
primarily operable cases, occurring in slightly 
more than half, as compared with two-fifths of 
the primarily inoperable. 


It appears that those classed as 3 and 4, the 
more advanced cases and the least influenced by 
treatment, died, as a rule, because of the local 
cancer (nineteen of twenty-five). Metastases 
were found in addition in some, were the cause 
of death in a few. Although the number of early 
cases is small, death from local cancer seems to 
have been less prominent than in the more ad- 
vanced groups. Several reasons for this suggest 
themselves: (1) the local growth is held in check 
by radiation, while metastases gradually take place 
and kill the woman; (2) the local growth is held 
in check, occasionally killed entirely, while metas- 
tases which have already occurred before treat- 
ment, grow and mature (this seems unlikely in 
view of the infrequency with which gross metas- 
tases are found at laparotomy upon ‘operable 
cases); (3) the manipulation incident to biopsy 
and insertion of radium causes metastasis (this 
probably occurs in some cases, but is hardly the 
sole cause). The striking thing about the early 
cases (1 and 2) is the large proportion in which 
death was due to accident or complication. 


REPORT OF CASES 


Since these cases are of considerable interest, 
they are given in some detail. 


Case 1.—No. 67136, woman of fifty-three, died of an 
overwhelming urinary infection due to the presence of 
seventeen stones in the left ureter. The fatal infection 
occurred twenty-six days after completion of x-ray 
therapy, and was probably precipitated by it, since she 
had no complaints nor objective findings referable to 
either kidney before radiation, but was more or less 
ill from the beginning of radiation until her death. 


7 7 7 


Case 2.—No. 70891, woman of sixty-three, died two 
weeks after the second of two radium treatments. She 


19 (76%) 


had received deep roentgen-ray therapy before radium. 
The second radium treatment was given in spite of a 
low-grade fever, which could not be explained; there 
were no specific complaints. Fever continued until 
death; there were no other findings except a low blood 
pressure. Autopsy revealed a mild bronchopneumonia, 


and extensive necrosis of the local growth, nothing 
else. 


¢ ©. F 


Case 3.—No. 69483, woman of thirty-four. Died four 
months after completion of x-ray and radium therapy. 
During this time she was extremely ill with nausea, 
vomiting, persistent diarrhea, symptoms of partial 
bowel obstruction. She had had a laparotomy five 
years before. Finally, operation to relieve the obstruc- 
tion resulted in a perforation of the sigmoid which 
was adherent to the left broad ligament, and shielded 
an abscess beneath it; peritonitis and death were the 


result. Death, however, had been inevitable for some 
time. 


Y # 7 
Case 4.—No. 58562, woman of forty-three. Died six 
weeks after cervical biopsy and insertion of radium, 
of infected propagating thrombi in the pelvic veins, 


which had showered infected material to other organs, 
resulting in multiple abscesses. 


COM MENT 


Death in the first three of these cases (Nos. 
67136, 70891, 69483) and possibly the fourth 
(No. 58562) must be charged up to radiation. 
Whether or not radiation per se was responsible 
may be open to question, the fact remains that the 
result of treatment was death. In Behney’s series 
there were three patients who showed extensive 
destruction of the growth by radiation and died 
rapidly. Facts such as these show definitely that 
radiation carries an appreciable mortality—a mor- 
tality which has been overlooked in the general 
enthusiasm for this method of treatment. 


There are several other features of these cases 
worth commenting upon. In the first case (No. 
67136), well-preserved cancer cells were found in 
the cervix twenty-six days after radiation with 
radium and roentgen-ray had been completed. 
The ability of radiation to kill resistant cancer 
like this one, in spite of the small anatomical 
extent of growth, is called in question. In the 
second case (No. 70891) the inadvisability of con- 
tinuing radium irradiation in the presence of fever 
is brought out. In the third case (No. 69483) 
the serious danger of radiating an area in which 
the bowel has become immobilized (by previous 
operation) is suggested. In the fourth case (No. 
58562) is illustrated the occasional death which 
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TasLe 4.—On Average Duration of Life After Treatment 


Cause of Death 
Predominantly 


Adequate .......... 


12 (57%) 
Inadequate ...... 


10 (71%) 


will result from cutting into infected, partially 
necrotic tissue to obtain material for diag- 
nosis. And last, none of these cases exhibited 
metastases. 


Because “adequacy” of radiation conceivably 
should influence the subsequent course of the dis- 
ease, and possibly the duration of life and type of 
death, correlation of these factors was attempted. 
For purposes of analysis, radium dosage was con- 
sidered adequate if it exceeded 4,500 mch., or 
was particularly well distributed in and about the 
cervix, even if slightly less in amount. On the 
other hand, dosage was considered inadequate in 
some despite exceeding 4,500 mch. because of 
poor distribution (e. g., all given against the 
cervix, none in the canal). 

As may be seen from Table 4, metastatic carci- 
noma played the predominant part in death in a 
greater proportion of those adequately radiated 
than in those inadequately treated. Duration of 
life after treatment was appreciably longer in the 
well treated. These facts are not strange if one 
considers that in those inadequately treated the 
growth was less influenced, tended to behave as 
if not treated at all. If we recall the findings of 
Wagner, Winter, and Williams years ago, in un- 
treated cases, the most usual cause of death was 
spread of the local growth and often a conspicu- 
ous absence of metastases. These figures are con- 
trary to those of Behney, who found metastatic 
lesions in only 21 per cent of eighty treated cases, 
and in 44 per cent of eighty-six untreated cases. 
His figures are difficult to understand in the light 
of known facts. 


Regarding those “inadequately radiated,” one 
further point is of interest: in nine of the four- 
teen, proper treatment was not given because of 
a definite reason or hindrance. In four the reason 
was fever or acute illness; in two it was the con- 
formation of the growth which made proper ap- 
plication impossible; in three the operator was 
unable to enter the cervical canal at all. These 
reasons for inadequate treatment are mentioned 
because they constitute a part of the problem of 
proper radiation in cervical cancer, and are likely 


to be encountered by anyone who treats the 
disease. 


IMPORTANCE OF CAREFUL AUTOPSIES 


While making this study it became apparent 
that autopsies are rarely performed as carefully 
as they should be. Unquestionably well-conducted 
postmortem examinations are of immense value, 
and may still teach us much; yet if they are per- 
formed in a routine manner, without special con- 
sideration of the particular condition present, 


6 (28%) 
2 (15%) 


Average Duration of Life 
After Treatment 


Accidental 


3 (14%) 
3 (22%) 


In months 


14.8 months 
10.7 months 


valuable opportunities will be missed and many 
erroneous ideas may emerge. For example, unless 
microscopic examination is made of all enlarged 
glands in cases of cancer, there is no proof that 
these glands are cancerous. Indeed, it has often 
been shown that such enlargement is due to in- 
flammation, yet all too often enlargement has been 
considered synonymous with metastatic involve- 
ment, not only by surgeons but by postmortem 
examiners. In our own series, this was true in 
a number of instances. Nor was it possible to tell 
from the reports of others whether or not “metas- 
tases” were confirmed by microscopic examina- 
tion. As far as can be ascertained, no one has 
ever attempted to remove wnenlarged glands for 
microscopic examination at necropsies upon cases 
of cervical cancer. Lack of attention to these de- 
tails may have distorted considerably the picture 
which we now have before us. 


SUMMARY AND CONCLUSIONS 


A brief review is given of autopsy studies upon 
women dying of essentially untreated cervical 
cancer, and upon women treated by operation. 
These studies have given us a knowledge of the 
natural history of the disease. A study of thirty- 
six autopsies upon women in whom cervical can- 
cer was treated by radiation is presented. The 
sites and frequency of metastases are noted. The 
most prominent finding as cause of death is cor- 
related with the extent of the disease at first treat- 
ment, and with the “adequacy” of radiation. It 
was found that cases which were advanced when 
first seen usually died because of the local spread, 
and that metastases were frequently absent; this 
is in keeping with the findings of those who 
studied autopsies upon the untreated. Patients 
“adequately” radiated lived longer, and death was 
due more often to metastatic lesions—probably 
because the local growth was held in check, while 
metastases had time to occur, or those already 
present had time to mature and kill the woman. 
In only one case had radiation entirely destroyed 
the local lesion. In the “inadequately” radiated, 
the local growth was usually responsible for death. 
Attention is called to the mortality of radiation. 
Unavoidable reasons for “inadequate radiation” 


are given. A plea for more careful autopsies is 
made. 


Third and Parnassus Avenues. 
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DISCUSSION 


Homer Cartton Seaver, M. D. (1930 Wilshire Boule- 
vard, Los Angeles).—Doctor Morton has reported a 
most interesting survey of a subject which has re- 
ceived little attention in the past. A number of years 
ago I was impressed with the radium work of one of 
America’s foremost pelvic surgeons, Dr. John Clark. 
For years he had discarded surgery in the treatment 
of cervical cancer and had used radium in all cases 
amenable to treatment. Living in a community where 
the vast majority of this work is done by general 
men who almost invariably do conservative (!) sur- 
gery, and having seén the end-result of a great many 
patients treated in this manner, I have followed the 
teachings of Clark. The essayist’s paper shows the 
fallacy of adhering to such teachings. 


Here, also, we are confronted with the problem of 
women going, or being referred directly by patients, to 
radiologists, the majority of whom have little ground- 
ing in pelvic diagnosis. It would be interesting to 
compare the end-results of their cases with those 
presented in this paper. 


As is pointed out in the paper, cervical cancer, 
whenever possible, should be managed by men who 
are primarily gynecologists, but who also are able 
from practical training and experience to personally 
treat the disease, whether by surgical means, radium, 
or both. a 


Rosert S. Stone, M.D. (University of California 
Hospital, San Francisco).—The study of a carefully 


worked up series of postmortem cases is always edu- 
cational. When such a study is accompanied by as 
good a critical analysis as has been presented to us, 
it is still more valuable. There are a few facts brought 
out by his study that I would like to emphasize. 

Doctor Morton’s series and those which he re- 
viewed for us show that urinary tract complications 
are the greatest single cause of death. One wonders 
whether we pay enough attention to the condition of 
the urinary tract before starting, and during the course 
of treatments and the period of reaction. It has been 
shown very convincingly, and many times, that radi- 
ation is much less effective in the presence of an in- 
flammatory reaction than it is when no inflammation 
is present. Because of this, most physicians treating 
cervical cancer make a sincere effort to clear up in- 
fections of the cervix before starting radiation treat- 
ments. I raise the question as to whether we are as 
careful of active or latent infections in the urinary 
tract. The ureters have a comparatively small lumen. 
Thorough, adequate radiation must cause a definite 
reaction in the mucosa of the ureters, as it does in the 
intestinal mucosa. This reaction, when added to an 
inflammatory reaction, may be just too much to allow 
proper functioning of these structures. 


In the series reported, Table 4 shows that fourteen 
cases were inadequately treated, for various reasons. 
In only five of them was the cause the inability to 
properly place the radium, because of the configura- 
tion of the growth or the changes it had caused. I 
wish to point out here a fact of which Doctor Morton 
is well aware: that adequate radiation consists of both 
external and internal radiation; and that, if the ex- 
ternal radiation is given first, the tumor often shrinks 
to such an extent that the internal radium application 
can be made much more adequately. 

The fact brought out by Doctor Morton, that more 
of the primarily operable patients who were radiated 
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died with metastases than the more advanced cases, 
does not answer the question as to whether the radi- 
ation caused the spread or not. Those patients lived 
longer, and had more time for metastases to mature, 
as he brought out. Also, the type of growth enters 
into the problem. It may be that they were of the 
type of growth that metastasizes, while the local 
growth is still small and, therefore, considered oper- 
able. If one observes the comparatively rapid de- 
generative changes which occur in a carcinoma after 
radiation, it is hard to imagine how the growth could 
metastasize at that period. It is also hard to imagine 
cancer cells encapsulated in comparatively avascular 
fibrous tissue such as we see some weeks after treat- 
ment, metastasizing more readily than the rapidly 
growing unencapsulated unirradiated tumor. 


& 


L. J. Trper, M.D. (3875 Wilshire Boulevard, Los An- 
geles)—The treatment of cervical cancer has under- 
gone the usual extremes. In the days of Schauta and 
Wertheim, surgery was considered the one and only 
form of treatment. With the improvement in the use 
of x-ray and radium, the pendulum swung in the oppo- 
site direction, and the chorus began to sing the praises 
of radium and x-ray, and condemned surgery in the 
treatment of cervical malignancy. 

One must admire Doctor Morton for his audacity 
to write an article wherein he proves that radium 
actually does not destroy the lesion in situ, and that 
metastases are more frequent than we are led to be- 
lieve. He even dares to suggest that more careful 
autopsies should be performed with the possible result 
that the supposed success of radium therapy in cervi- 
cal cancer, and perhaps in all cancers, might not be 
as superior to surgery as we have been led to believe. 

One wonders whether more reports such as Doctor 
Morton has written will not demonstrate that surgery, 
in the proper hands, is not as valueless as is sug- 
gested in numerous reports on the success of radiation 
therapy in carcinoma of the uterus. We would then 
perhaps attempt to better our surgical technique in 
the treatment of cervical malignancies, and again 
prove that in the hands of well-trained gynecologists 
surgery, in advanced cases, gives as good results as 
radium, while in the early cases surgery properly done 
should be the treatment of choice. 


% 


Docror Morton (Closing).—It should be understood 
that no recommendation, nor condemnation, is being 
made of any particular method of treatment. As a 
matter of fact, most of the cases reported were com- 
paratively advanced when first seen and no cure was 
expected. The stimulus for the study was the opinion 
of many authorities that present methods of radiation 
are quite adequate in destroying the local cervical 
growth, particularly in primarily operable cases, and 
that when death occurs it is due to metastases which 
have occurred before treatment. I was skeptical of 
the truth of this opinion and I believe that the present 
study bears me out, although I am well aware that 
metastases are responsible for death in a certain pro- 
portion of cases. Moreover, such an opinion leads us 
to be entirely too satisfied with our present methods 
of radiation. I feel that the problem is by no means 
settled. It is only by studies of this kind that a basis 
for well-founded opinions can be established. Al- 
though I agree that radiation is the only method of 
treatment worth considering for advanced inoperable 
cases, I do not think we should be blinded to the fact 
that it carries a distinct mortality and, like operation, 
it cannot always be carried out adequately. Let it not 
be thought that I oppose radiation as a method of 
treating cervical cancer; on the contrary, I believe it 
to be our most valuable agent in the vast majority of 
cases. I merely wish to point out that it has distinct 
limitations and that these limitations should be fully 
appreciated by all of us. 
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Coleman, San Francisco. 


| 1922 we reported’ the first two cases of 
relapsing fever occurring in California, thereby 
demonstrating the second endemic focus of the 
disease in this country. Subsequently,’ a third 
has been discovered in Texas. Since then such 
an increasing number of cases have arisen in this 
State and adjacent regions in Nevada that, in 
1931, the California State Board of Health wisely 
made it a reportable disease. The object of this 
communication is to review all the cases reported 
in these two states between 1921 and 1934, 
amounting to sixty. Two additional were dis- 
covered in Salt Lake City in 1933; but as they 
took their origin in Nevada, they are included, 
bringing the total up to sixty-two. Doubtless 
many others have arisen—some possibly recog- 
nized as such and not reported—but in this sur- 
vey, questionnaires were sent only to physicians 
so reporting. Of the sixty-two, there were thirty- 
nine in California and seven in Nevada, in which 
the parasite was demonstrated and diagnosis made 
beyond question. Of the sixteen unproved cases, 
all from California, two unquestionably were posi- 
tive, as the patients were living in close associ- 
ation with proved cases, and came down simul- 
taneously with exactly similar illnesses. Five more 
corresponded so closely clinically that they are 
included, even though smears were negative in 
three of them. Nine cases were so doubtful that 
they are not considered at all. A recapitulation 
follows, therefore, of fifty-three cases. 


THE PARASITE 


The spirochete of relapsing fever is character- 
ized mainly by its pleomorphism, and it is impossi- 
ble to separate different species morphologically. 
Coleman ** is doing extensive work at the Hooper 
Foundation of the University of California in 
attempting a serologic separation of various varie- 
ties, and feels that some strains from different 
foci in the State are identical, and even possibly 
the same as the Texas strain. From the practical 
standpoint, the parasites are recognized as readily 
in blood smears stained by any Romanowsky 
method as are plasmodia, although it must be re- 
membered that the organism is extra-cellular. 


TRANSMISSION 


It has long been known that the spirochete of 
relapsing fever frequently is transmitted by ticks 
of the Ornithodorus variety, both adult and 
nymph, the transference being effected, not by 
the actual bite, but by the rubbing of contaminated 
feces or other secretions of the tick into the 
wound. At the time the two first cases were re- 
ported from Polaris,’ we felt that the most likely 


* Read before the General Medicine Section of the 
California Medical Association at the sixty-third annual 
session, Riverside, April 30 to May 3, 1934. 
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agent producing the body bites was the bedbug, 
as no ticks of the Dermacentor variety were 
found, and the bites certainly were not those of 
the adult Ornithodorus coriaceus. It was not 
known then that ticks of the Ornithodorus spe- 
cies were present in that region, but a short 
time later Boyd® of the Rockefeller Foundation 
pointed out that Ornithodorus talaje had been 
identified as far back as 1914 within a few miles 
of Polaris. It is this variety that has been in- 


.criminated as the vector of relapsing fever in 


Panama.® In the Texas cases Ornithodorus turi- 
cata was identified as the vector, and this species 
as well has been found in the country about Lake 
Tahoe. It is not at all improbable, therefore, that 
one or the other species, or both, may be the 
vector, although as yet only a few specimens have 
been taken, and no spirochetes have been demon- 
strated within them. The louse, which figures so 
largely in the transmission of relapsing fever in 
other parts of the world, very probably plays little 
part as yet in the spread of the disease here in the 
West. 

Another factor to be considered in the dis- 
semination is the rodent, which may act as the 
reservoir, or simply as another host both for the 
parasitic spirochete and the ectoparasitic tick. A 
joint study is being made by the State Board of 
Health and the Hooper Foundation of the vari- 
ous rodents in the Sierra Nevada Mountains for 
the presence of spirochetes, and positive results 
so far have been obtained from chipmunks and 
squirrels.’ The final links in connecting up the 
spirochete, the tick, the rodent, and the human 
have yet to be forged. 


SEASON 


Inasmuch as the present distribution of the dis- 
ease occurs in a region for the most part given 
over to recreation, and at an altitude where con- 
siderable winter snowfall is the rule, the greatest 
incidence is in the summer months. Influencing 
this also may be the fact that many of the small 
animals which may act as the reservoir hibernate 
during the winter. Of the group, there was one 
in March, two in April (one of these a labora- 
tory infection), one in May, twelve in June, six- 
teen in July, fifteen in August, five in September, 
one in October, and none in November, De- 
cember, January, and February. (Figure 1.) 


SEX AND AGE 


There were thirty-four males and seventeen 
females, with sex unstated in two cases. The 
two-to-one predominance in the male probably is 
due, not to any sex susceptibility, but to the 
greater chance man runs of acquiring an animal- 
borne, out-of-door disease. 

There was a wide variation in age, ranging 
from four to sixty-six years, with the average age 
thirty-two and a half. Fourteen were in children 
of fifteen or under. 


LOCALITY 


So far this seems to be a geographically limited 
disease, and especial attention has been directed 
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Fig. 1.—Incidence of relapsing fever by months. 


to the location where the infection was acquired. 
The forty-six California cases were limited to 
three National forests,—the Eldorado, the Tahoe, 
and the San Bernardino—with the bulk of them 
coming from the immediate vicinity of two great 
natural playgrounds—Big Bear Lake, and Lake 
Tahoe. These two areas appear to be the main 
endemic foci in the State, probably largely on 
account of their more dense summer population. 
Two cases came from the lake region near Sierra 
City, approximately forty miles northwest of 
Tahoe, and one from Pine Crest, a vacation resort 
in Tuolumne County, fifty miles south of Tahoe. 
Three patients were traveling and camping out, 
two in the Tahoe region, and one in the moun- 
tains in the southern end of the State, and one 
other case was a laboratory infection, acquired 
while working with infected mice. One patient 
was said to have been infected in the mountains 
“about one hundred miles from Salt Lake City,” 
with no more geographic details available. 

Twenty-two cases came from the country 
around Big Bear Lake, lying in the mountains 
of San Bernardino County at an altitude of 6,600 
feet, and another from Arrowhead Lake, twenty 
miles adjacent and 1,500 feet lower. Most of 
these were under the care of one physician, Dr. 
W. E. Williams, to whom I am greatly indebted 
for his painstaking observations and personal 
communications. 


Of the fifteen cases from the Tahoe region, 
twelve came from the north end of the Lake, 
which lies at an altitude of 6,200 feet. Two came 
from Polaris on the Truckee River, about twelve 
miles north of the Lake, and one from Echo Lake, 
a small lake 7,500 feet high, on the summit just 
southwest of the lower end of Lake Tahoe. 

Of the seven Nevada cases, five were from 
three small towns situated in a large valley de- 
voted to agriculture some sixty miles east of Lake 
Tahoe, at an altitude of about 4,500 feet, at the 
eastern foot of the Sierra Nevada Mountains. 
The other two persons with infection, picked up 
in Salt Lake City, were rather indefinitely located 

_as having acquired the disease in the Humboldt 
Mountains, a short distance east of Lovelock. 
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Fig. 2.—Indicating localities where relapsing fever has 
been found. 


The California and Nevada locations are shown 
on the map in Figure 2. 


ALTITUDE 


The altitude varied from 4,200 to 7,500 feet, 
with the great majority around 6,500 feet. When 
more is learned of the animal reservoir and the 
vectors, this matter of altitude may have con- 
siderable significance in regard to the distribu- 
tion of the disease. 


INCUBATION TIME 


Naturally, little definite can be said on this, as 
no absolute knowledge is had regarding trans- 
mission ; although, as has been mentioned, it is felt 
that in many instances the parasite is introduced 
into the blood by the bite of the adult tick or its 
nymph. Insect and tick bites were noted in twenty 
instances; and assuming that this was the mode 
and time of infection, the average incubation 
period was ‘seven and six-tenths days. In one case, 
already reported by Legge,® definite data is avail- 
able. The patient was a field worker for the 
California State Department of Public Health, 
engaged in the collection of suspected infected 
rodents in the mountains. He experienced no in- 
sect bites, but on one occasion contaminated open 
lesions of his hands with animal blood proved to 
be infected with spirochetes, and eight days later 
his attack started. In the first two California cases 
reported,’ the patients, very careful observers, in 
each instance noted marks of bites on the body 
eight days before the onset of fever. In the cases 
reported by Weller and Graham ? from the Texas 
focus, the incubation period was six and seven 
days. 
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PAROXYSMS 


As the name indicates, the relapsing or recur- 
rent nature of the fever is its chief characteristic. 
In these fifty-three cases the number of attacks 
varied from one to twelve, averaging 3.3 per 
patient. When the disease becomes better known, 
diagnosis should be made earlier and the number 
of paroxysms materially lessened by prompt treat- 
ment. In five patients who received no treatment, 
the average number of attacks was 4.5 per patient. 
The duration of the febrile period was from 
twelve hours to nine days, with the average two 
and seven-tenths days. A frequent observation 
was the progressive diminution in the length and 
severity of the paroxysms, the infection in many 
instances apparently tending to burn itself out. 
Fever ranged from 100 to 106, the average maxi- 
mum being 104, with an afternoon fastigium in 
the majority of instances. The length of the 
afebrile periods varied from three to thirty-six 
days, with an average of eight and three-tenths 
days, 

. SYMPTOMATOLOGY 

There is nothing especially characteristic about 
the clinical picture, which is that usually associ- 
ated with any acute generalized infection. Like 
the fever, the onset is abrupt, the maximum in- 
tensity of discomfit being reached within twenty- 
four hours. The incidence of various symptoms 
in the group may be tabulated in round numbers 
as follows: 


Present Absent 
Per Cent Per Cent 


Chills 16 
Sweats 
Generalized aches an 
NB: ceienienseee 
BEINN ui: sassintpotragoemicmiter 
Nausea and vomiting 
Headache 


Obviously, therefore, there is nothing in the 
patient’s story except for the locale and the possi- 
ble history of insect bites that is diagnostic of 
anything but an acute infection of some type. 


PHYSICAL SIGNS 


The same may be said for the physical exami- 
nation. One finding that occurred in a third of the 
cases was a moderate enlargement of the spleen. 
Other signs are tabulated as follows: 


Present 
Per Cent 


Absent 
Per Cent 


Enlargement of spleen... 
“I EE 
Enlargement of liver 
Herpes 

Eruption ..... 


The Blood.—Blood counts were recorded in 
about half the cases, and showed nothing but a 
slight anemia, as can be seen by the table: 


Hemoglobin 
(Per Cent) 


Average count 
Extremes: 


Erythrocytes 
(Millions) 
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These figures are based on twenty hemoglobin 
and red-cell observations, thirty-two leukocyte 
and twenty-six differential counts. 


Apart from any morphological change, the blood 
offers the only positive avenue for diagnosis by 
the demonstration of the parasite. This is usually 
readily enough found in stained smears taken 
during the paroxysm, and examined under the 
high power. If these facilities are not available, 
however, a small amount of blood taken in citrated 
normal salt solution and sent to any laboratory 
will prove infectious to mice even after several 
days have elapsed. One or the other of these two 
methods should always be done in the suspicion 
of the disease, if a proper knowledge of its dis- 
tribution and scope is to be obtained. 

The Urine.—Urine examinations were done in 
thirty-five cases; and in sixteen, or 46 per cent, 
albumin was found, while ten, or 29 per cent, 
showed casts. This is not incompatible with any 
acute infection marked by high fever, even of 
short duration. 

TREATMENT 

Since the arsenicals are specific in most spiro- 
chetal disease, the drug of choice was neoars- 
phenamin given intravenously. Nothing else in 
the series was used as specific therapy, although 
various symptomatic measures were tried occasion- 
ally. Forty-six of the cases received ninety doses 
of arsphenamin, averaging 0.43 gram to the dose, 
with the average number of doses to each patient 
being two. It is significant to note that twenty 
cases received but one injection each, averaging 
0.45 gram, without any relapses. In eight cases 
a single relapse followed specific therapy. In two 
of these an adequate dose was given in an afebrile 
period, and a subsequent dose during the relapse 
terminated the disease. In three more the initial 
dose was 0.15 gram, in one 0.3 gram, and in two 
0.45 gram, although in one of these last the matter 
of the subsequent relapse is questionable. From 
these results it would seem, therefore, that 0.45 
gram given during the febrile period, while the 
spirochetes are in the blood stream, is sufficient to 
terminate the infection. 


IN CONCLUSION 


If we may draw a composite picture of the dis- 
ease then, we find a person living in an endemic 
area during the summer months who may have 
been bitten by a tick or have had the broken skin 
contaminated by the blood of certain rodents. 
Seven or eight days later, he becomes acutely ill 
with high fever, chills, sweats, malaise, general- 
ized aching pains, nausea and vomiting. An ex- 
amination may reveal an enlargement of the 
spleen, but little else. Blood examination, if it 
does not show parasites, is approximately normal, 
and the urine may contain small amounts of albu- 
min and casts. After about three days the fever 


Neutrophiles 


Leukocytes (Per Cent) 
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subsides, only to have the cycle repeat itself at 
seven- or eight-day intervals, the paroxysms tend- 
ing to become less severe as time goes on. Should 
parasites be found and diagnosis made, an injec- 
tion intravenously of 0.45 gram of neoarsphena- 
min during the febrile period will suffice usually 
to effect a permanent cure at once. 


The disease is important to recognize, not only 
because of its epidemiologic significance, but be- 
cause much time may be saved the patient by 
prompt treatment. Once again should be stressed 
the importance of a proper blood examination of 
all patients taken acutely ill in an infected region.t 

384 Post Street. 
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DISCUSSION 


Artuur E. Varpen, M.D. (575 Fifth Street, San 
Bernardino).—I think that we are all indebted to 
Doctor Briggs, first for reporting true relapsing fever 
in California, and now for summarizing all of the 
cases so reported, giving us a picture of this disease 
as it occurs here in the West. One can add very little 
to this splendid paper. 

Barnister, in 1930, reported a case of relapsing fever 
arising in Arizona, thus adding another endemic focus 
in this country. 

In India, human carriers of relapsing fever have 
been found. We were suspicious of one patient in Big 
Bear Valley of being a carrier, but attempts to prove 
this to be true were unsuccessful. 

In regard to treatment, Manson, in his book of 
tropical diseases, warns against treating patients dur- 
ing the height of the fever because of the possibility 
of a severe reaction due to the sudden liberation of 
endotoxins. I have had one such reaction, and since 
then have advised treatment during the time of fer- 
vescence. Treatment at this stage is most successful. 
In children 0.15 of neoarsphenamin appears to be a 
satisfactory dose. 


In conclusion, I want to emphasize again what 
Doctor Briggs has said: that early in the course of 
the disease there are no symptoms or signs peculiar 
to relapsing fever, and that one must keep in mind 
the various foci of infection in order to make an early 
diagnosis. Any patient with an unexplained fever 
coming from one of the infected areas should have 
proper blood preparations made and search instituted 
for the spirochete. 


+ It gives me the greatest pleasure to thank the phy- 
sicians who so cheerfully codperated in filling out the 
questionnaires, and especially Miss Ida M. Stevens, epi- 
demiologist of the State Board of Health, for her invalu- 
able assistance. 
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Gerorce R. Macee, M.D. (Yerington, Nevada).—A 
study by Doctor Briggs of the present status of re- 
lapsing fever is welcome. 

It has only been nineteen years since Meader re- 
ported the first endemic focus in the United States, 
located at Bear Creek Canyon in Colorado. The re- 
port of two cases from Polaris, on the Truckee River, 
in 1922 by Doctor Briggs has stimulated interest in 
the disease in the far west, and was directly respon- 
sible for the discovery of the disease in western 
Nevada. 

The first proved case of relapsing fever in Nevada 
was seen in June of 1930. Whether we are dealing 
with a disease that has recently been imported is diffi- 
cult to say. Its antiquity may be suggested by the 
fact that the disease has never been seen in a full- 
blooded Piute. These people are exposed to the dis- 
ease more than are the white inhabitants. 

We do not know how many paroxysms occur before 
the disease runs its course in untreated cases. We 
have seen cases in the fifth and sixth paroxysms, and 
the patients claimed they were more severe than the 
preceding ones. 


In our hands neoarsphenamin is most efficacious if 
administered at the beginning of the febrile period. 

A preliminary epidemiological survey has been con- 
ducted by workers from the Hooper Foundation, but 


no definite vector or rodent has been linked with the 
disease. 


% 


Gerorce E. Coteman (Hooper Foundation, San Fran- 
cisco).—In this short paper Doctor Briggs has well 
concentrated the salient features of interest to the 
clinician concerning relapsing fever in California. In 
considering the early history of any disease which has 
apparently such a low morbidity (and we have really 
only begun to study this disease in California), it must 
be remembered that its diagnosis is not always so easy 
as would appear. I have an idea that many cases 
have been overlooked, or patients with mild symp- 
toms have not sought the advice of physicians. In the 
first place, the onset does not always cause such 
severe or wholly typical symptoms as subsequent re- 
lapses. In my own infection, during the first days I 
was not conscious of headache, fever, chills or sweats, 
but I did suffer the most excruciating neuritis in my 
legs. A few days later when these symptoms had 
subsided and the others appeared, my blood was posi- 
tive and the strain was transferred to mice. It is 
probable that this was during the first relapse. I be- 
lieve there may be cryptic or aborted infections in 
which spirochetes may either not appear in the blood 
or a minimal number only be found in thick smear. 
For this reason, the blood of a patient whose resi- 
dence in the Sierras and symptomatology give a sus- 
picion of relapsing fever should be examined several 
times if negative and, better still, one to two cubic 
centimeters of blood, especially if negative, should be 
drawn and inoculated intraperitoneally into mice. I do 
not know if the pliysicians practicing in such an out- 
standing endemic center as Big Bear Lake keep a 
few mice on hand for this purpose, but I believe that 
in order to save time this would be a good idea. 


Doctor Briggs has given the average incubation 
time as 7.6 days. If my own infection incurred (per- 
haps from rodent fleas) while autopsying squirrels, it 
was after eleven to thirteen days; if a laboratory in- 
fection, it was eighteen days. In the latter case I 
pricked my finger with an empty pipette which had 
contained first relapse blood (one spirochete in fifty 
microscopic fields). The usual prophylactic measures 
were taken. 


The epidemiology of the disease deserves far more 
intensive study than it has thus far received. We do 
know that several tick species, notably O. turicata 
and O. talaje, vectors of relapsing fever spirochetes 
elsewhere, lead a parasitic existence in the Sierras. 
Doctor Briggs has reminded you that O. turicata is 
the vector of the Texas strain. I have already shown 
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that immunologically these strains are very closely 
related to, if not identical with, some at least of the 
California strains. It is highly probable, therefore, 
that this tick will be incriminated as a natural vector 
in this State. However, I am not yet convinced that 
other arthropods should be ruled out. We do not 
really know whether California strains are gradually 
becoming adapted to the body louse, to rodent or 
other fleas, or to bedbugs. Then, too, there are in the 
mountains many other arthropods of which man might 
become the transient host, and which might infect by 
biting or otherwise. We are not justified in assuming 
that ticks are or may remain the only vectors. We 
require further surveys and accumulated facts. 
Without in any way wishing to appear as an alarm- 
ist, it should be remembered that while in this State 
man is now merely an accidental host, given the 
proper conditions epidemics could occur. Not only in 
Africa, but on the American continent severe epi- 
demics are known to have been caused at various 
times by spirochetes of relapsing fever transmitted 
by ornithodorus. These epidemics have occurred in 
Mexico, Panama, Cuba, and most of the countries 
in the northern and eastern part of South America. 
I would suggest that visitors to the Sierras be 
cautioned against all biting insects and, in the interest 
of science, be asked to attempt to obtain, alive or dead, 
the insect by which they believe they may have been 


bitten. 
® 


Docror Briccs (Closing).—In regard to the use of 
a single fairly large dose of neoarsphenamin at the 
height of the fever, it is quite true that considerable 
reaction may and does occur from the liberation of 
protein in the killed spirochetes; but this rarely does 
more than make the patient ill for a few hours, and 
is counterbalanced by the fact that the spirochetes are 
more completely killed by a single large dose than 
by repeated smaller ones. 


The disease certainly is increasing or at least being 
more widely recognized, as evidenced by the number 
of cases of this year; and already a new focus has 
been established in British Columbia. 


MECHANISM OF CARBON DIOXID 
THERAPY* 


WITH SPECIAL REFERENCE TO THE LUNGS 


By A. J. Winetanp, M. D. 
Los Angeles 


Discussion by Eldon W. Tice, M.D., Los Angeles; 
W.V. Chalmers-Francis, M.D., Los Angeles; John Miller 
Wilson, M. D., Pasadena. 


HOSE of us who have been responsible for 

carbon dioxid therapy have used several meth- 
ods of administration, with gratifying results in 
some cases and failures in others, and have ob- 
served that an ill-advised routine method is often- 
times detrimental to the well-being of the patient. 
We have also learned through experience that this 
type of therapy may only be used to advantage in 
cases of pneumonia, postoperative atelectasis, and 
resuscitation. Also, that the length of time during 
which the treatment is beneficial may be limited. 
It is with these thoughts in mind that we shall 
discuss the action and administration of carbon 
dioxid gas in the treatment of lung conditions. 


*Read before the Anesthesiology Section of the Califor- 
nia Medical Association at the sixty-third annual session, 
Riverside, April 30 to May 3, 1934. 
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ACTION OF CARBON DIOXID 


The factors of greatest importance in the mecha- 
nism of carbon dioxid action are hyperpnea, bron- 
chial dilatation, and stimulation of the respiratory 
center. 


Hyperpnea is developed as the carbon dioxid 
tension in the blood is increased, and the respira- 
tory center thus stimulated. Inasmuch as the 
diffusion of the gas follows the law of the partial 
pressure of gases, an increased blood tension may 
be obtained by increasing the alveolar carbon di- 
oxid. By producing an active hyperpnea in such 
a manner, the per minute volume of respiration 
may be doubled readily. For our purpose this 
accomplishes the following : 


First: It activates the pulmonary circulation, 
diminishing circulatory stasis in the lung tissue, 
and aids materially in the prevention of hypostatic 
conditions. 

Second: It forces air into the terminal bronchi 
and alveoli, lessening the extension of an atelec- 
tatic process. 

Third: It provides a sufficient volume of air 
to remove the mucus in the terminal bronchioles, 
where atelectasis is in the process of establishment. 


According to Brown,’ the effect of carbon di- 
oxid on the bronchial tree is that of broncho- 
dilatation. Cannon’s ? and Lintons’ researches show 
that muscle metabolites, of which carbon dioxid 
is a very important one, produce the dilatation by 
stimulation of the sympathetic nervous system. 
The capacity of the bronchial tree, or dead space 
of the lung, is increased from an average of 140 
cubic centimeters to an average of 600 plus centi- 
meters. This accomplishes the following: 


First: It lowers the resistance to the passage 
of air into and out of the lungs. This assists in 
forcing air into the collapsed alveoli on inspiration. 


Second: It assists in dislodging obstructing 
material from the terminal bronchioles, and thus 
restoring the alveoli to active function. 

In addition to the above-mentioned factors, 
carbon dioxid has an effect on the cardiovascular 
system. This is manifested by a sudden rise in 
the systolic blood pressure, causing an increase in 
the pulse pressure. The pulse rate also becomes 
increased, following the rise in systolic pressure. 


PRELIMINARY MEASURES 


Complete physical examination of the patient 
should always be made. This should give sufficient 
information concerning the lungs to make a defi- 
nite diagnosis as to the nature of the pathological 
process, and establish the presence or absence of 
cardiac decompensation and displacement. The 
location of the apex beat should be marked on 
the chest wall. Changes in its location will assist 
in the diagnosis and prognosis as treatment is 
given; also it will aid materially in detecting any 
degree of cardial dilatation in aged patients. ; 

Any interference with the normal respiratory 
exchange will produce clinical pulmonary pa- 
thology. The development and extent of this 
pathology is dependent upon the degree of inter- 
ference and the length of time such has existed. 
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Before beginning the administration of carbon 
dioxid to a patient, it should be determined 
whether or not his respiratory difficulty is due to: 

First: Central depression of the respiratory 
center, by hemorrhage, embolism, or tumor. 

Second: Injury to the motor nerves of the 
respiratory muscles. 

Third: Reflex inhibition due to pain, as from 
pleuritis, or peritonitis. 

Fourth: Mechanical obstruction; from hypo- 
static pneumonitis, hypersecretion and accumula- 
tion of mucus within the bronchi, foreign bodies, 
postural position, abdominal distention or obesity. 


The pathological sequence is essentially the same 
regardless of the cause, and consists of the ob- 
struction of a small bronchus or bronchiole by 
pressure from without, as in hypostatic conditions, 
or by mucus from within, which prevents respira- 
tory exchange taking place in the distal alveoli. 
The absorption of air from these blocked alveoli 
results in atelectasis. This becomes infected and 
as the concentric inflammatory process extends, 
more bronchi become obstructed and more lung 
tissue involved. 


The effect of carbon dioxid on the cardiovascu- 
far system is of importance in patients having 
a weak myocardium, aneurysm, or atheromatous 
arteries. Those having cardiovascular changes of 
this nature should be carefully ventilated, because 
acute dilatation of the heart or apoplexy may re- 
sult. Forceful hyperpnea in the aged should not be 
developed because of the likelihood of these com- 
plications. If decompensated heart disease exists, 
carbon dioxid, or carbon dioxid and oxygen mix- 


ADMINISTRATION AND TECHNIQUE 


The attitude of the patient during administra- 
tion should be a comfortable dorsal position, with 
the head extended sufficiently to facilitate free 
respiratory exchange. The lateral recumbent posi- 
tion may be used effectively, if there is only one 
lung involved. The foot of the bed should be 
raised sufficiently to put the patient in a slight 
Trendelenburg position, unless otherwise contra- 
indicated. This can be done so that there is ap- 
preciably no pressure of the abdominal viscera 
on the diaphragm and aids in the drainage of 
secretions from the bronchial system. 


Various techniques are used for administering 
carbon dioxid, or carbon dioxid and oxygen mix- 
tures. These include the use of masks, tents, nasal 
catheters and gravitation as conveyors of the gas 
to the patient. Carbon dioxid by itself should 
never be administered by any other method than 
open gravitation. Oxygen containing from 5 to 10 
per cent carbon dioxid may be administered by 
means of the mask, tent, or nasal catheter. From 
the patient’s psychic standpoint, however, it is 
better to use the open gravitation method. 

Due to the great variability in response of 
patients to carbon dioxid, the dosage must be 
determined by the individual reaction. In cases 
of extensive pulmonary involvement, the initial 
dosage should be small, and should be increased 
gradually to the desired point of respiratory 
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volume. Gradual increase in dosage will produce 
an active hyperpnea with a productive cough. Be- 
yond this point signs of overdose may appear, and 
administration should be discontinued. 
Objectively, overdose first manifests itself by 
producing dyspnea. If administration is con- 
tinued, the patient passes into a state of semi- 
consciousness during which time involuntary con- 
tractions of the muscles of the body may occur. 
The eyelids are drawn open and remain so, and 
the pupils become dilated. A state of apnea may 
develop, during which time the pupils are widely 
dilated and the skeletal muscles become rigid. 
This state usually terminates with a general con- 
vulsion of short duration. The patient may, or 
may not, become cyanotic during this period. 


The gravitation method of administration is the 
procedure of choice in the opinion of the author. 
Administration to infants should always be made 
with a mixture of oxygen and carbon dioxid. Car- 
bon dioxid is used only for administration to adult 
patients. Being one and five-tenths times heavier 
than air, it will readily fall from a height of three 
to four feet and increase the content of the in- 
spired air sufficiently to produce a mild degree of 
hyperpnea. By decreasing this distance, any de- 
sired degree of hyperpnea may be obtained. When 
the desired degree of hyperpnea has been pro- 
duced, the administration should be temporarily 
discontinued. In cases requiring increased re- 


spiratory activity for a long period of time, the 
flow should be delivered from a fixed height. 


TREATMENT 


Before carbon dioxid therapy is administered 
to a patient, the causative factor for the interfer- 
ence with respiratory activity should be deter- 
mined. In postoperative atelectasis, the duration 
and frequency of the treatment should be deter- 
mined by the severity of the case. Those in which 
physical examination reveals an abundance of 
transudate in the bronchial tree may require treat- 
ment to the point of producing a productive cough 
every fifteen minutes. As the transudate is re- 
moved, this interval may be lengthened to thirty 
or forty-five minutes. Short intervals cause the 
patient to become fatigued and, therefore, it is 
best to increase the interval time as early as possi- 
ble, during the course of the treatment. If on 
physical examination there is evidence of a non- 
aerating portion of the lung, and no evidence of 
transudate in the bronchial tree, one should con- 
sider that an exudative process is present. There 
should be no attempt made to break up an exuda- 
tive process by forced respiratory activity, but 
this does not mean that treatment should be dis- 
continued. Administration should be continued at 
intervals of one to two hours for so long a period 
as is necessary to prevent extension of the patho- 
logical process in the lung. This may mean until 
resolution of the exudative process takes place, 
and may require treatment for several days. 

In pneumonia and pneumonitis, carbon dioxid 
therapy should be instituted early, and the degree 
of hyperpnea produced should be mild -and -not 
forced. 
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In treating the newborn, or infants, for resusci- 
tation or atelectasis, extreme caution should be 
taken. Only mixtures of carbon dioxid with oxy- 
gen should be used. Production of hyperpnea 
should not be attempted in the child who is able 
to cry out and continues to aerate his lungs. The 
crying effort in itself will correct practically every 
case of atelectasis in the newborn. 


IN CONCLUSION 


The factors of chief importance in the mecha- 
nism of carbon dioxide action are: the production 
of hyperpnea, bronchodilatation, and stimulation 
of the respiratory center. 


Carbon dioxid therapy is of greatest benefit in 
the treatment of pulmonary conditions in which 
pathological transudates are present. 

Physical examination is imperative for diag- 
nosis and treatment. 

The open gravitation method of administration 
is preferable to other methods. 


Carbon dioxid may be administered to adults, 
but should not be administered to infants without 
the addition of oxygen. 


Administration of carbon dioxid should be 
avoided in patients having cardiovascular con- 
ditions in which a sudden rise in blood pressure 
might cause injury. 

The patient should be carefully observed for 
the development of dyspnea, and the administra- 
tion stopped as soon as this objective symptom is 
noted. 

338 South St. Andrews Place. 
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DISCUSSION 


Epon W. Tice, M. D. (704 Hillstreet Building, Los 
Angeles).—It is the anesthetists on whom we depend 
for the therapy and uses of the various gases we have 
at our command. I wish to compliment Doctor Wine- 
land on his excellent paper, and am glad that he has 
stressed the necessity for the use of carbon dioxid in 
chest conditions. 

It must be borne in mind that any consolidated 
area in the lung should not be disturbed, but enough 
carbon dioxid given to prevent the further collapse 
and consolidation of the surrounding lung tissue. 
There are some cases in which the desired hyperpnea 
can readily be obtained, and there are others in which 
the giving of carbon dioxid produces at once a dys- 
pnea; and in these cases the use of carbon dioxid not 
only is of no avail, but does the patient harm and so 
should not be employed. 

It is the opinion of a good many surgeons that the 
so-called “postoperative chest” can be prevented by 
the proper use of carbon dioxid following the an- 
esthetic. We must remember that the preoperative 
narcosis, plus the anesthetic, depresses the respiratory 
effort, and a lack of ventilation of the lungs, regard- 
less of the cause, is very liable to give trouble. 

The proper use of carbon dioxid with oxygen in 
the resuscitation of the newborn is something that 
every obstetrician and anesthetist should know. In 
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checking up the newborn deaths in various hospitals, 
the lack of use of carbogen with the tracheal catheter 
was very apparent. At the Los Angeles Methodist 
Hospital last year, about six hundred babies were 
brought to birth, and of this number, twelve were 
newborn deaths, six were premature, in two cases the 
infants required operative procedures, and one was a 
monstrosity, leaving three cases in which more might 
have been done to keep the infant alive. In one of 
the hospitals of a neighboring town there were about 
360 babies delivered and thirty-six deaths of infants. 
In only one case was the tracheal catheter used or 
attempted to be used. The use of the tracheal catheter, 
with carbon dioxid and oxygen, is the safest and 
surest way for infant resuscitation, with no harm 
being done. ... . 


W. V. Cuacmers-Francis, M. D. (1136 West Sixth 
Street, Los Angeles). — Doctor Wineland’s very in- 
structive paper covers the subject in a constructive 
manner, and emphasizes the value of physiology in 
medicine. 

The need of a sound basic education for anyone 
who presumes to administer gaseous drugs to humans 
is appreciated by intelligent readers of such papers, 
and the author is to be congratulated. 

The use of carbon dioxid in postoperative pulmo- 
nary conditions is becoming more routine than is ad- 
visable in hospital practice; there are too many cases 
where the surgeon, with but rudimentary preparation, 
orders its use at various hourly dosages. It is ad- 
visable to emphasize the danger of the use of carbon 
dioxid in shock: the Committee on Shock appointed 
by the Medical Research Committee warned us that, 
in shock, ventilation of the lungs with carbon dioxid 
does not improve the condition, and death may be 
produced by overventilation; there are better and safer 
treatments of this postoperative danger, such as blood 
transfusion and hypodermoclysis, to increase fluids 
and blood proteins; to ventilate the lungs after pro- 
longed anesthesia is a proper treatment after surgery, 


best used on the operating table, and by the gravity 
method; the ventilation at this time aids elimination 
of ether and mucus and prevents pneumonic compli- 


cations. When pneumonias occur, we have the au- 
thority of Bullowa, the clinical professor of medicine 
at New York University, in a worth while paper in 
International Clinics for December, 1931, as to value 
of oxygen therapy, in which he points out the best 
methods of administration, and he draws attention to 
the harm and distress in the concentrations of carbon 
dioxid over 3 and 6 per cent. It is advisable for the 
administration of carbon dioxid that it be given only 
under supervision of those who have devoted some 
real consideration to inhalation administrations, and 
not to be used as a routine order. 

In newborn infants, resuscitation is often best ac- 
complished with oxygen alone. Fetal anoxemia is 
produced by the control of labor pains through drugs 
and pressure on the cord during delivery. Opiates, 
N.O with O., do diminish the oxygen content of the 
fetal blood, with N.O inhalations during labor. Dur- 
ing the relaxed uterine periods a good anesthetist will 
give high concentrations of oxygen to the mother, 
thus building up the oxygen content of the fetus so 
that pressure of the cord will not noticeably interfere 
with the O, supply to the fetus. When CO. is in 
excess of normal blood content, the respiration will 
become depressed, a condition due to extreme anox- 
emia; this lack of oxygen is not helped by CO, in- 
halations, but one good dose of oxygen will reéstab- 
lish respiration, and the pure O, supplied to the alveoli 
acts immediately, since the respiratory centers have 
been incapable of receiving stimuli because of this 
anoxemia. 

One only emphasizes the warning as to the use of 
carbon dioxid to infants because we see in some hospi- 
tals the mistake of permitting the nurse to resuscitate 
the newborn infant while the obstetrician is busy with 
the mother. Too much stress cannot be made to limit 
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the practice of medicine, the prescribing of dosages 
of dangerous drugs, the diagnosing of the condition 
and cause of reactions, and the use of the right remedy 
for treating the condition arising, to the licensed prac- 
titioner. ~ 


Joun Miter Witson, M. D. (605 Professional Build- 
ing, Pasadena).—Doctor Wineland’s description of the 
therapeutic action of carbon dioxid explains why we 
get results when we use it. His explanation of the 
gravity method which he is using and recommending 
looks plausible and should be a very satisfactory way 
of administration to adults. 


My use of carbon dioxid has been limited to pneu- 
monias and other lung conditions, and in anesthesia, 
especially in lung and chest surgery by the tent or 
mask methods, using the 5 per cent carbon dioxid in 
oxygen mixture known as the so-called carbogen. 


In cesarean operations the use of carbogen for a 
few breaths just before the incision into the uterus, 
and after the delivery before the cord is cut, makes it 
easy for the operator to deliver a pink baby, which 
should cry before it leaves the surgeon’s hands. 


As Doctor Wineland has stated, the dose of carbon 
dioxid should be small at first, and gradually increased 
as the need of the individual patient requires. 


PRIMARY CARCINOMA OF THE URETER* 


By Cwarves Pierre Matué, M.D. 
AND 
Emutio De La Pena, M. D. 
San Francisco 


Discussion by Paul A. Ferrier, M.D., Pasadena; J. C. 
Negley, M.D., Los Angeles. 


RIMARY carcinoma of the ureter is a rare and 

obscure condition which offers difficulty in diag- 
nosis. Its symptomatology is not always charac- 
teristic, and a goodly number of the reported 
cases were discovered either accidentally or at 
the autopsy table. Yet its early detection is a very 
worth while objective, as it offers the only chance 
for successful surgical relief, since these tumors 
have very early and widespread metastases. On 
account of its rarity, it is still well to report proved 
cases such as ours with the object of calling the 
profession’s attention to its possibility, when an 
obstructive lesion of the ureter is encountered 
in a patient presenting the signs and symptoms of 
cancer, and in which stone formation and stric- 
ture can be reasonably ruled out. With this object 
in mind, we report a case diagnosed by modern 
urological methods, proved by operation and veri- 
fied by autopsy. Recently the etiology, sympto- 
matology, diagnosis, and treatment, including the 
end-results of primary carcinoma of the ureter, 
have been well covered by the numerous excellent 
monographs on the subject. Player’ collected 
thirty-nine cases in 1928, Stampinato* eighty-nine 
cases in 1932, and Snyder and Wood ® sixty-nine 
cases in 1933. Recently, in February, 1934, Scott ¢ 
has reviewed the clinical course and results in 


*From the Urological Department of Saint Mary’s Hos- 
pital and the Southern Pacific General Hospital, San Fran- 
cisco, California. 


Read before the Urology Section of the California Medi- 
cal Association at the sixty-third annual session, River- 
side, April 30 to May 3, 1934. 
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forty-four cases treated by operation. A very 
complete review is that of Chauvin and Cerati,® 
who collected some 112 cases of malignant and 
benign primary tumors of the ureter reported up 
to 1932. The object of this paper is to add a 
proved case of primary carcinoma of the ureter 
to the literature, and to point out certain diag- 
nostic points that will enhance its early detection, 
at which time the correct surgical treatment is 
most likely to give permanent relief. 


REPORT OF CASE 


Rev. J. B., Catholic priest, age 43, entered St. Mary’s 
Hospital on June 12, 1933, having been referred 
from San Luis Obispo, because of left-sided renal 
colic, pain and swelling in the region of the left 
kidney and microscopic hematuria. For the past six 
years he had suffered several attacks of mild lumbar 
pain in the left lumbar region, radiating anteriorly to 
the lower abdominal quadrant and usually lasting a 
few days. Two months prior to his entry into the 
hospital, he experienced a severe attack of Dietl’s 
crisis: sharp pain in the left lumbar region, which 
radiated anteriorly to the testis. The pain was so in- 
tense that an injection of an opiate was required be- 
fore relief was obtained. The attack was accompanied 
by nausea and vomiting. There was no hematuria 


before, during or after the attack. Microscopical ex- 


amination of the urine during this attack, however. 
revealed a large number of red-blood cells. Shortly 
afterward the patient became debilitated, the appetite 
poor, and he began to lose weight. He experienced no 
difficulty in urination. 

Physical Examination.— General appearance, good. 
Heart and lungs, negative. Blood pressure: Systolic, 
118; diastolic, 72. In the left upper abdominal quad- 
rant a large, elongated, regular mass, corresponding 
to the left kidney, was palpated. It moved with respi- 
ration, and the overlying musculature in the upper ab- 
dominal quadrant and lumbar region presented some 
tenderness, but no rigidity. 

Laboratory Examination—Blood examination: Hemo- 
globin, 98 per cent; erythrocytes, 4,840,000; leukocytes, 
12,050; polymorphonuclear leukocytes, 77 per cent; 
small mononuclear lymphocytes, 10 per cent; and 
large mononuclear lymphocytes, 13 per cent. Cathe- 
terized specimen of urine showed neither albumin nor 
sugar—a few mucous shreds, and an occasional leuko- 
cyte and erythrocyte. No neoplastic cells nor or- 
ganisms were found. Phenolsulphonephthalein test: 
Seventy per cent recovered in two hours after intra- 
muscular injection. 

Cystoscopy, June 13, 1933, revealed no obstruction 
of the vesical outlet. There was injection of the tri- 
gone and bladder wall surrounding the left orifice. 
The ureteral spurt was absent on the left side. In 
passing the ureteral catheter up the left ureter, com- 
plete obstruction was encountered 11 centimeters from 
the orifice; and although the patient was placed in the 
extreme Trendelenburg position and various-shaped 
filiforms utilized, it was impossible to get by. A 
former attempt to pass by in San Luis Obispo had 
also been futile. Following the manipulations per- 
formed in an effort to pass by this obstruction, con- 
tinual non-peristaltic bleeding came from the left 
orifice. Table 1 gives the kidney and bladder catheter- 
ized findings. 

X-Ray Examination. — Roentgenological examination 
revealed a moderately enlarged left kidney, with no 
evidence of stone in either urinary tract. Retrograde 
pyelography revealed normal filling of the ureter to a 
point 11 centimeters from the left orifice. In this area 
a pressure defect was seen. Some of the iodid solu- 
tion passed by an obstruction which had almost com- 
pletely blocked the ureter at this point, filling the 
inferior calyx of the left kidney, which was found to 
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TAaBLe 1.—Kidney and Bladder Findings 


Right 


Microscopic Turbid 


Erythrocytes Numerous 


Leukocytes Occasional 


None 


Epithelium Round and flat 


Stained smear Few gram negative 


bacilli 


Culture Sterile 


Appearance time of indigo 


Three and one-half 
TN ccennrsenssesw 


minutes 


Grams of urea per litre 


be considerably dilated. Intravenous urography was 
performed, and demonstrated immediate function of 
the right kidney with normal filling of the pelvis, cali- 
ces and ureter. No excretion,of dye appeared from 
the left kidney. 

It was apparent that we were dealing with a patho- 
logical lesion almost completely obstructing the lower 
left ureter, which had caused considerable back pres- 
sure above, resulting in hydronephrosis and atrophy 
of the left kidney. Because of the bizarre pressure 
defect noted 11 centimeters above the left orifice, on 
account of the fact that we were unable to pass by 
an obstruction with various-shaped filiform bougies, 
and also because of the absence of stone, we assumed 
that the obstruction was either due to valvular hyper- 
trophy of the ring muscle or to neoplasm of the ureter. 
As our investigations had clearly demonstrated that 
the left kidney had been destroyed by back pressure 
caused by this obstructive lesion, most probably a tu- 
mor, it was decided to perform a nephro-ureterectomy. 


Operation. — Nephrectomy, June 27, 1933. Under 
nitrous oxid anesthesia, the usual curvo-linear incision 
was made on the left side. The kidney was found to 
be considerably enlarged and consisting of a hydro- 
nephrotic sac containing fluid under pressure. The 
pedicle was first ligated, after which the upper two- 
thirds of the ureter, including a constricting globular 
enlargement, was removed. Examination of a frozen 
section taken from the tumor at this time failed to 
reveal cancer cells, and we thought that we were deal- 
ing with constriction of the lower ureter due to a 
benign tumor, or to congenital or acquired hypertro- 
phy of the annular smooth muscle fibers—a condition 
very much like that encountered at the uretero-pelvic 
juncture. A more detailed pathological examination 
made later revealed the tumor to be malignant, and 
containing mitotic figures. It was therefore decided 
to remove the remaining portion of the lower ureter, 
lest it should contain cancerous involvement. Two 
weeks later, July 11, 1933, the lower ureter was re- 
moved, through a retroperitoneal incision in the lower 
abdomen. Considerable peri-ureteritis was encoun- 
tered, and the ureter was removed at the point where 
it entered the bladder wall: the intramural portion of 
the ureter was not removed. Careful examination of 
extirpated lower ureter revealed no evidence of cancer. 


Surgical Specimen—The specimen consists of an en- 
larged hydronephrotic left kidney, 9 by 4 by 6 centi- 
meters, and ureter containing a spindle-shaped tumor 
measuring 2.5 centimeters by 8 millimeters situated 
4.5 centimeters below the uretero-pelvic junction. On 
making frozen sections at the time of operation, the 
pathologist reported fibrosis and hypertrophy of the 
ring muscle of the ureter. However, sections made 


Kidney Bladder 


Left 


No urine obtained 


Transvesical clear 
Pure blood collected 


Few 

Rare ———— 
None 
Round and flat 


Few gram negative 
bacilli 


Sterile 
None in fifty minutes 


later revealed the true malignant nature of the tumor. 
The kidney is enlarged and discolored, the structures 
of the cortex presenting a grayish appearance. Sagit- 
tal incision of the kidney reveals considerable narrow- 
ing of the parenchyma which presents a pale, waxy 
appearance and dilatation of the pelvis, the walls of 
which are very much thickened. 


Later sections of the tumor show marked fibrosis 
of the ureteral wall. The cicatricial tissue separates 
the muscle bundles, and it contains areas filled with 
atypical epithelial cells. These cells are directly con- 
tiguous with those forming the epithelial lining or 
mucosa of the ureter, and have a tendency to grow 
outward in masses infiltrating between the muscle 
layers, and extending nearly as far as the outer coat 
or serosa. The lumen is still patent, but is mechani- 
cally closed by invasion of tumor cells. A moderate 
number of mitotic figures are seen throughout the 
inner layers of the tumor. In the outer layers, the 
tumor cells do not appear to be as active and are 
compressed by muscular tissue. 

Sections taken from the renal cortex show chronic 
interstitial nephritis and considerable thickening due 
to fibrous tissue. Throughout the cortex and medulla 
many areas of round-cell infiltration are seen. Many of 
the glomeruli are edematous. The convoluted tubules 
are dilated and the epithelial lining cells are flattened. 
These changes are apparently due to back pressure, 
resulting from obstruction of the ureter due to in- 
vasion by carcinoma. No tumor cells were found in 
any portion of the kidney. 


Pathological Diagnosis. — Primary carcinoma of the 
ureter with occlusion of its lumen; hydronephrotic 
atrophy of the kidney. 


Clinical Course——Both the lumbar and the abdominal 
incisions rapidly healed, and the patient left the hos- 
pital on July 25, 1933, free of symptoms. He gained 
thirteen pounds in weight and felt rather well for 
about two months, at the end of which time he de- 
veloped frequency, burning urination and mycturia. 
He reéntered the hospital on October 23, 1933, for 
reé€xamination. Thirty per cent phenolsulphonephtha- 
lein was recovered in the urine in two hours after 
intramuscular injection. Cystoscopic examination re- 
vealed a contracted bladder with a capacity of 100 
cubic centimeters. In the region of the left orifice, 
one could see a projecting nodular mass which seemed 
to push the bladder mucosa forward and which in- 
volved the posterior urethra. Rectal examination re- 
vealed a large, stony, hard mass above the prostate 
and the seminal vesicles which encroached upon the 
sigmoid. It was apparent that the neoplastic process 
had continued to develop and had involved the bladder 
wall. On November 14, the phthalein test had di- 
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Fig. la 
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Fig. 1b 


Fig. la.—Retrograde bilateral ureteropyelogram. Note normal filling of left ureter to a point 11 cubic centimeters 


from orifice at which catheter was obstructed and above which pressure defect is seen. 


Some of opaque solution has 


passed by obstructing ureteral carcinoma, filling middle calyx of left kidney, which is considerably dilated. 
Fig. 1b.—Intravenous urogram demonstrating normal filling of right kidney pelvis, calices and ureter and no 


excretion of dye from left kidney. 


minished to 5 per cent, and in attempting to perform 
intravenous pyelography, the right kidney failed to 
eliminate any of the injected dye. At this time the 
bladder was reéxamined by cystoscopy. The mass for- 
merly noted in the region of the left ureteral orifice 
had greatly increased in size so that it now involved 
about half of the bladder projecting over and ob- 


scuring the right orifice. Blood chemistry was per- 
formed and the creatinin content was found to be 
4.2 milligrams to 100 cubic centimeters. It was ap- 
parent that the tumor mass, in involving the bladder 
wall, had constricted the lower portion of the right 
ureter, causing back pressure and hydronephrosis. The 
creatinin content of the blood on November 18 was 
4.2 milligrams; on December 2, 8.5 milligrams; on 
December 6, 8.5 milligrams; and on December 13, 
6.5 milligrams to 100 cubic centimeters. Colostomy 
was proposed to relieve progression bowel obstruc- 
tion, and ureterostomy into the groin was also sug- 
gested as a palliative measure in order to establish 
urinary drainage and to prevent impending uremia. 
The patient refused these palliative measures, includ- 
ing radium therapy, gradually lost strength and weight, 
and died in uremic coma on January 14, 1934. 


Necropsy—January 14, 1934. The patient is greatly 
emaciated. The abdomen is distended. There are a 
large number of petechiae over the abdomen and 
thighs. There is a scar in the left lower abdomen, 
resulting from a former ureterectomy, and also a neph- 
rectomy scar in the left lumbar region. The peri- 
toneum is filled with clear amber colored fluid. The 
peritoneum is smooth and the omentum is folded over 
the stomach. The pelvic cavity is frozen solid with an 
extensive invading tumor mass. This neoplasm has 
encroached on the descending colon, which is filled 
with fecal matter. The ascending colon and the ap- 
pendix are drawn up into the right upper abdominal 


quadrant to a position under the liver and gall-bladder. 
The liver contains numerous hard fibrous neoplastic 
nodules. There are small miliary nodules in the omen- 
tum, mesentery and spleen. The bladder wall is en- 
tirely invaded with a neoplastic growth and measures 
1.5 centimeter in thickness. The right ureter enters 
the bladder in the midline, and in attempting to cathe- 
terize this tube with a bougie from above downward, 
an obstruction was encountered in the intramural por- 
tion where it traverses the bladder wall. The ureter 
was then dissected free, as far as the kidney; after 
which this organ was liberated and removed. The 
ureter and kidney pelves were considerably dilated 
and presented a very thin wall. The ureter was con- 
stricted at the point where it passed over the pelvic 
promontory. This constriction of the ureter was due 
to a tumor mass which had surrounded it and partially 
closed it off by external pressure. A similar constric- 
tion of the intramural portion of the ureter was found 
to be due to involvement of the bladder wall. 


Diagnosis—Primary carcinoma of the ureter with 
metastasis into the bladder, liver, omentum and spleen. 
Hydronephrosis and hydroureter, right. 


Microscopic Pathology.—Sections through the bladder 
wall reveal constriction of the musculature, which is 
due to the development of fibrous tissue. Between the 
bundles of muscles one notes extensive infiltration, 
with groups of small round epithelial cells in almost 
every portion. These cells are found to be in every 
portion of the bladder wall extending from the peri- 
toneum to the mucosa. They occupy the small endo- 
thelial lined spaces made up of veins and lymph capil- 
laries. Under the peritoneum there are large masses 
of these cells, some of which have coalesced“and in- 
vaded the retroperitoneal fat, forming quite an exten- 
sive tumor. 
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Fig. 2.—Illustration showing carcinoma of ureter and 
enlarged hydronephrotic kidney above. The extirpated or- 
gan presents dilatation of pelvis and narrowing of paren- 
chyma in which there was found advanced cicatricial 
changes due to nephritis. Kidney and lower ureter not in- 
volved by carcinoma. 


Section of the liver shows even greater permeability 
to these tumor cells. There are large masses of in- 
filtrating cells, which have broken through the small- 
est capillaries. The tumor mass seems to follow the 
vessels just under the liver capsule, and contains 
numerous mitotic figures. As many as eighteen or 
nineteen mitotic figures can be seen in one high dry 
power field. In the region of the tumor, the liver 
cells themselves present very marked granular brown 
atrophy. 

Section of the kidney reveals dilatation of the con- 
ducting tubules and a moderate amount of cicatricial 
tissue involving the blood vessels and glomeruli. 
There are a few areas which show round-cell infiltra- 
tion, and these are more marked in the region of the 
cortex. A number of the glomeruli and convoluted 
tubules present marked edema. Few of the tubules 
show casts. No tumor cells are observed in the sec- 
tions obtained from the kidney. 


Final Diagnosis—Primary carcinoma of ureter for 
which operation was performed; with metastases in 
the bladder, peritoneum, mesentery, and liver. Hydro- 
nephrotic atrophy of opposite kidney (right) due to 
partial obstruction of lower ureter. 


SYMPTOMATOLOGY 


The symptoms due to carcinoma of the ureter 
simulate those of other obstructive lesions of the 
ureter or neoplasms of the kidney. Although its 
diagnosis is obscure, certain symptoms should lead 
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Fig. 3.—Microphotograph of transverse section through 
involved ureter showing carcinomatous infiltration of 
ureteral wall with extension into its lumen, producing al- 
most complete mechanical obstruction. 


one to suspect the possibility of this condition. 
These are hematuria, pain and tumefaction of the 


kidney, accompanied by the general symptoms of 
cancer, consisting of loss of weight, anorexia, de- 
bility, and cachexia. Hematuria is a symptom of 
tumor of the prostate gland, bladder, ureter, or 


kidney. Cystoscopic examination of the bladder 
will soon rule out tumor of this viscus, and that 
of the prostate gland and ureteral catheterization 
will demonstrate if the blood is coming from a 
certain portion of this tube rather than from the 
kidney above. Hematuria may be abundant, spon- 
taneous or intermittent, and is often accompanied 
by the emission of clots. In certain cases, like 
in our own, hematuria is very slight and can only 
be determined by making a microscopical exami- 
nation of the urine. The formation of a tumor 
in the ureter, which consists of a narrow tube, 
rapidly forms an obstruction to the outflow of 
urine, causing back pressure, which soon results 
in hydroureter and hydronephrosis. This leads to 
tumefaction of the kidney, which is detectable 
by palpation or by roentgenological examination 
of this organ. The obstructing tumor soon gives 
rise to pain, which occurs as intermittent attacks 
of renal crisis, or is of the dull lumbar or upper 
abdominal type. A number of accessory symp- 
toms such as frequency, urgency, pain in the 
bladder, etc., sometimes occur. When the triad 
of symptoms, consisting of hematuria, pain, and 
tumefaction of the kidney, occur, accompanied by 
loss of weight, debility and cachexia, one should 
bear cancer of the ureter in mind as well as renal 
tumor. 
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Fig. 4a 


CARCINOMA OF URETER—MATHE-PENA 


Fig. 4a.—Microphotograph of bladder wall involved by metastasis, showing fibrosis and invasion by groups of 


cells between muscle bundles, 


Fig. 4b.—Microscopical appearance of these groups of actively growing epithelial cells containing mitotic figures. 
Similar cells were found in the original tumor, and other metastasis in the peritoneum, mesentery and liver. 


DIAGNOSIS 


The diagnosis of carcinoma of the ureter is ob- 
scure, yet certain positive signs will aid one to 
detect this rare condition. In making a cystoscopic 
study of the affected side from which bleeding is 
observed, one is often unable to pass the catheter 
beyond the obstructing tumor. Repeated attempts 
are often unsuccessful. In moving and twisting 
the catheter in order to attempt to pass by, non- 
peristaltic free bleeding results. This is detected 
by observing the ureteral orifice, and is different 
from that caused in patients presenting stone and 
stricture formation of the ureter in which bleeding, 
when produced, is usually peristaltic in nature. If 
one is able to pass by the obstructing tumor, this 
bleeding ceases and clear urine may be obtained. 
Differentiation of ureteral tumor from the non- 
opaque uric acid calculus is quite difficult. The 
recovery of uric acid crystals from the urine of 
the involved ureter is of great assistance, and is 
pathognomonic of uric acid calculus. In some 
cases the tumor cells can be recovered from the 
urine. One should also suspect ureteral tumor in 
cases in which hematuria is found to come from 
a ureter that has been left behind after nephrec- 
tomy for hydronephrosis. Such a case was re- 
cently reported by Davis and Sachs.® Another 
was observed by my associate, Dr. George Oviedo, 
in which the hydronephrotic kidney, however, 


also contained cancerous involvement. Cystoscopy 
sometimes shows projection of the tumor from 
the ureteral orifice or an implantation tumor in 
the mucosa close by. Careful observation of the 
orifice will show modification of the ureteral spurt, 
and the orifice itself is in some cases dilated. In 
patients presenting tumor of the lower ureter, it 
can sometimes be palpated by way of the vagina 
or rectum. Urography is of great aid. When one 
is able to pass the catheter by the obstructing 
tumor, a filling defect in the lumen of this tube 
is encountered, above which the ureter and kidney 
pelvis is dilated. In some, the ureter has a moth- 
eaten appearance, very much like that produced 
by tuberculosis. In those patients in whom one 
is unable to pass the catheter by the obstructing 
tumor, intravenous urography will demonstrate 
the filling defect and hydronephrosis. Unfortu- 
nately, as in our own case, renal function is re- 
duced to such a degree that the dye is not secreted 
by the weakened organ, and no outline of the 
ureter or kidney is securable. In a suspected case 
of carcinoma of the ureter, the salient physical 
signs are: the presence of a tumor growth pro- 
jecting from the ureteral orifice or in the adjacent 
mucosa, an impassable obstruction in the ureter, 
modification of the ureteral spurt, non-peristaltic 
hematuria resulting from attempts to pass by with 
a catheter, and a urographic filling defect of the 
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ureter with hydroureter and hydronephrosis above 
the point of pressure. 


TREATMENT 


Although in a very few selected cases of pri- 
mary carcinoma of the lower-most portion of the 
ureter it might be possible to remove the involved 
ureter transvesically and perform ureterocystone- 
ostomy, complete nephro-ureterectomy in one sit- 
ting, including removal of the intramural portion 
of the ureter, is the most rational procedure and 
has given the best results. Crance and Knicker- 
bocker* report an eight-year cure, and Kraft an 
eleven-year cure by this complete operation. Par- 
tial resection of the ureter, including the tumor, 
accompanied by ureterostomy, had been performed 
mostly on advanced cases, and these patients later 
died from metastasis. Nephrectomy followed by 
ureterectomy is a common procedure. We util- 
ized this method in our own case because, at the 
time of the first intervention, a frozen section of 
the tumor failed to reveal malignancy, and ureter- 
ectomy was performed at a later date in order 
to assure removal of cancerous involvement that 
might have been present in the lower ureter. Had 
we known that we were dealing with a malig- 
nant growth, complete nephro-ureterectomy in one 
sitting would have been performed. In perform- 
ing nephro-ureterectomy, the kidney is removed 
through the usual lumbar incision, and the lower 
ureter through the customary retroperitoneal in- 
cision of the lower abdomen after the method of 
Gutierrez. Complete nephro-ureterectomy in one 
sitting should be the treatment of choice. as the 
entire upper urinary tract is removed on one side, 
assuring eradication of any cancerous cells that 
might have been implanted lower down in the 
mucosa of the ureter. In cases in which the diag- 
nosis of carcinoma of the ureter is strongly sus- 
pected, but cannot be definitely proved, explora- 
tory operation is justified. 


COMMENT 


In our case of primary carcinoma of the ureter, 
neoplastic involvement was diagnosed prior to 
surgical intervention. Frozen sections made at the 
time of operation failed to demonstrate malignant 
properties, and we then thought that we were 
dealing with annular hypertrophy of the ring 
muscle of the ureter or a benign tumor. For this 
reason, at the time of the nephrectomy, we were 
content to remove the upper ureter containing the 
tumor and the kidney destroyed by hydronephro- 
sis. When, on further study, the malignant nature 
of the tumor had been established, the lower 
ureter was removed later and the patient died 
from metastasis. It is probable that the blood 
stream and lymph channels had already been in- 
vaded by cancerous cells at the time of the first 
intervention, as an extensive fibrous reaction was 
noted to exist in the tissues surrounding the 
tumor, and also in those surrounding the lower 
ureter. It is possible that, at this time, metastasis 
had not taken place, and recurrence was due to 
the growth of implantation cells in the intramural 
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portion of the ureter which had not been removed. 
In retrospection of this case, the following deduc- 
tions can be made: 


1. Early diagnosis of primary carcinoma of the 
ureter is a well worthwhile objective, as it offers 
the only chance of cure by early surgical removal. 

2. One should bear in mind the possibility of 
primary cancer of the ureter in patients presenting 
the general symptoms of cancer, and who present 
the triad of symptoms, consisting of hematuria, 
lumbar pain and tumefaction of the kidney, in 
whom ureteral obstruction is encountered, and in 
whom one can reasonably rule out stone, ureteral 
stricture and tumor of the kidney. 

3. Salient points in establishing a positive diag- 
nosis are: the presence of a tumor growth pro- 
jecting from the ureteral orifice or in the adjacent 
mucosa, an impassable obstruction in the ureter, 
modification of the ureteral spurt, non-peristaltic 
hematuria resulting from attempts to pass by 
with a catheter, and a filling urographic defect of 
the ureter, with hydroureter and hydronephrosis 
above the point of pressure. 

4. The treatment of choice that is most likely 
to give lasting results is complete nephro-ureterec- 
tomy, when feasible, including removal of the 
intramural portion of the ureter in one sitting. 


We wish to express our thanks to Dr. Elmer 
Smith, pathologist of St. Mary’s Hospital, for the 


pathological studies carried out in this case. 
450 Sutter Street. 
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primitivi dell’uretere, 


DISCUSSION 


Paut A. Ferrier, M.D. (65 North Madison Avenue, 
Pasadena).—We are indebted to Doctor Mathé for 
this detailed report of a condition very difficult to 
diagnose. As happens sometimes in relatively rare 
conditions, such carcinomas come in groups. Dr. A. G. 
Foord, pathologist of the Pasadena Hospital, has had 
three of these at autopsy during the past year. The 
patients had not been in the hands of urologists and 
they had been said to have ovarian tumors. Two 
were squamous and one was papillary. In the latter 


* Contains important recent references and cases re- 
ported in 1932, 1933 and 1934. For former references con- 
galt proeeiee by Snyder and Wood and by Chauvin and 

erati. 
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case the kidney was gone over very thoroughly, and 
no evidence of papillary growth was found in the 
kidney itself. 

During the same year I had a case personally of 
primary carcinoma of the ureter, in which the diag- 
nostic findings were not very unlike Doctor Mathé’s, 
except that it was not possible to force any opaque 
fluid past the growth. On intravenous injection of 
neo-iopax, no dye whatever was secreted by the 
blocked kidney. An unusual feature was that bleed- 
ing continued long after the ureteral block was com- 
plete, and this came from ulcerated varicosities in the 
submucosal veins of the ureter for a distance of about 
seven centimeters below the tumor. X-rays of the pel- 
vis and chest were negative. The diagnosis of ureteral 
tumor was made in this case, and the kidney and entire 
ureter were removed at one time. The tumor had 
adhered to the common iliac vessels. No para-aortic 
glands were palpable. 

Pathological examination showed a ring tumor com- 
pletely occluding the ureter at the brim of the pelvis, 
well away from the bladder. The kidney was hydro- 
nephrotic and atrophied. It had no tumor. The micro- 
scopic diagnosis was that of Doctor Mathé’s case, 
namely, squamous-celled carcinoma primary in the 
ureter. 


The patient is in good condition seven months after 
operation. 
® 


J. C. Nectey, M.D. (527 West Seventh Street, Los 
Angeles).—Doctor Mathé’s presentation of this rather 
unusual case demonstrates advances made in, and the 
exactness of diagnostic urology. 

In the past six years the patient has had several at- 
tacks of left lumbar pains which radiated to anterior 
left lower abdomen, lasting a few days. Probably the 
original lesion began then with subsequent stricture 
of ureter from calculus, inflammatory process local- 
ized in ureter or surrounding tissues, with subsequent 
malignant growth in this area, as malignancy forms 
on gastric ulcer, rectal lesions, etc. 

Malignancy was early and preceded by a long period 
by other pathology as evidenced by the facts that (a) 
a frozen section failed to demonstrate malignancy, and 
(b) the predominating findings in surgical specimens, 
frozen sections, regular sections were fibrosis, hyper- 
trophy and scar tissue. If the patient had been cysto- 
scoped and carefully studied any time between his 
initial attack and the first disabling attack, ordinary 
cystoscopic treatment might have saved the kidney, or 
early nephro-ureterectomy would surely have pre- 
vented the malignancy. 

Autopsy findings and early signs of metastasis indi- 
cate that at operation lymph channels had indiscerni- 
ble invasion (evidenced by extension down descend- 
ing colon to left side of bladder, the entire bladder and 
pelvis). Liver involvement indicates a blood invasion, 
either then or later. 

I am in entire accord with all points made by the 
author, and would emphasize the following: 

1. Diagnosis of primary malignancy of the ureter is 
possible in the majority of cases. 

2. Intravenous urography is sadly lacking in exact- 
ness of diagnosis, as compared with retrograde urog- 
raphy. 

3. Frozen sections, even those made by the most 
competent pathologists, are often misleading and of 
undeniable value only when positive. 

4. Exactness of diagnosis in urology is unexcelled 
by any other branch of medicine. However, laity and 
the profession at large do not always make early or 
good use of available diagnostic procedures. 

5. Doctor Mathé is to be commended for his excel- 


lent care of this patient, and surely deserved a more 
fortunate end-result. 
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SPINAL CORD INJ URIES—THEIR 
TREATMENT* 


By Howarp W. Ftemine, M. D. 
San Francisco 


Discussion by Frederick Leet Reichert, M.D., San Fran- 
cisco; Edmund J. Morrissey, M.D., San Francisco; Mark 
Albert Glaser, M.D., Los Angeles. 


ONE of the most difficult problems confronting 
the surgeon is the care of injuries of the 
spinal cord. Nor is agreement as to management 
and treatment to be found in the literature. In 
view of this situation, a consideration of some of 
the fundamental facts in relation to trauma of the 
cord may be of value. 


EMERGENCY CARE OF SPINAL-CORD INJURIES 


The emergency care of patients with injuries 
to the spinal cord is extremely important. Neg- 
lect, delay or improper treatment will often give 
rise to complications that materially influence the 
prognosis as to recovery, the comfort of the pa- 
tient, and the difficulties and cost of subsequent 
care. 


The original examination and transportation of 
the patient require care. Rough or careless hand- 
ling may alter the damage to the cord from a 
minor to a major contusion. The patient should 
be placed on an air mattress as soon as possible, 
for undue pressure on an anesthetic area may 
devitalize tissue within a few hours. The result- 
ant pressure sore will require months of careful 
nursing. 

SHOCK 


It is necessary only to mention that serious 
shock, if present, is our first consideration. Elabo- 
rate methods of diagnosis and treatment must be 
delayed until the patient’s condition warrants their 
use. Occasionally, associated intra-abdominal inju- 
ries, or those of the chest, are not recognized in 
the presence of serious damage to the spinal cord. 
More frequently, severe injury to the cord is not 
appreciated if the patient has an associated injury 
of the head. The combination of injury to the 
head and cervical cord is fairly frequent, and 
must be borne in mind. 


CARE OF THE BLADDER 


Care of the bladder is an important consider- 
ation. There is usually a retention of urine, and 
all too often the patient is catheterized early. In- 
fection results, and frequent or continuous drain- 
age becomes necessary. Urinary infection is a 
common cause of death in patients with para- 
plegia. Often catheterization can be avoided en- 
tirely by allowing the bladder to overflow. Several 
of our patients never have been catheterized, and 
have had no complications arising from urinary 
infection. The bladder may reach an alarming 
size, and it is difficult to resist the urgent demands 
of the patient, intern, and nurse to empty it. Usu- 


*From the Department of Surgery, Division of Neuro- 
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ally within forty-eight hours, gentle pressure will 
be effective, and there is little difficulty after over- 
flow begins. Many urologists do not subscribe to 
such treatment, but, in my experience, the patients 
who never have been catheterized are spared many 
or all of the usual urinary complications. This 
plan is more debatable in patients in whom there 
is a reasonable certainty that control of the blad- 
der may be restored. 


CAREFUL EXAMINATION AND DIAGNOSIS 
IMPORTANT 


Careful examination, as early as the patient’s 
condition warrants, is essential for several reasons. 
It is important to determine the pathologic change 
and dysfunction resulting from the injury alone. 
Increasing signs of dysfunction, or new symptoms 
superimposed, suggest further hemorrhage, edema, 
or pressure requiring surgical intervention. Ex- 
perimental evidence and clinical observation have 
shown that edema following contusion of the cord 
is rapid, and that it may reach its peak within a 
period of from eight to twelve hours. Because 
of hemorrhage and edema, the cord swells until 
it completely fills the dural sac. The tension from 
within and without renders the cord ischemic. 
This deprivation of circulation destroys the re- 
maining undamaged tissue within the cord and 
converts a partial destruction of the cord into a 
complete one. Such an occurrence must be antici- 
pated and prevented. 


ROENTGEN-RAY EXAMINATION 


Roentgen-ray studies are an important part of 
the examination. Lateral views, particularly, may 
show dislocation of a type compatible only with 
a complete shearing off of all structures in the 
canal. Partial dislocation, even in the absence of 
signs of injury to the cord, requires treatment 
to prevent late sequelae. Occasionally, depressed 
laminae projecting into the spinal canal indicate 
the necessity for laminectomy. 


SPINAL PUNCTURE 


Spinal puncture is one of our most valuable 
diagnostic aids. It is a simple procedure to intro- 
duce a needle into the lumbar space and attach a 
manometer. It requires far less movement of the 
patient than the taking of x-ray films, and usually 
gives greater information as to the presence of 
pressure on the cord. If jugular compression indi- 
cates no block of the spinal canal, it is a fair as- 
sumption that operation and decompression are 
not indicated. On the other hand, if there is a 
block of the canal, the advisability of operation 
must be considered. 


COMPLETE AND PARTIAL SEVERANCE OF 
THE CORD 


Complete severance of the cord is beyond relief. 
Partial anatomical lesions, however, frequently 
give the picture of a total physiological loss. It 
is not possible to diagnose a complete severance 
of the cord from the neurological findings alone. 
We feel that it is reasonable to use the evidence 
of continuing compression on the cord, as ob- 
tained by the manometric interpretation, as one 
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indication for laminectomy. No doubt many pa- 
tients will be operated on unnecessarily if this 
rule is followed; on the other hand, some few 
will be helped materially. 


SURGICAL PROCEDURES AND HAZARDS 


The question may be raised as to what may 
be accomplished by surgery, and also as to the 
dangers incidental to operation. Local anesthesia 
is usually sufficient and adds little hazard for a 
patient in fair condition. Great care must be used 
in exposing the cord, for undue roughness may 
cause further injury. The exposure of fragments 
of bone pressing on or through the dura indicates 
that the operation has been warranted. Extra- 
dural hematomata occasionally are found and can 
be evacuated. In the great majority of cases the 
dura should be opened to allow inspection of the 
cord. Frequently the cord fills the canal, and it 
is necessary to expose the dura well above and 
below the point of major injury. Often the cord 
appears normal even at the level at which severe 
intramedullary damage has occurred. If the cord 
is badly swollen, and the clinical picture is one 
of great physiological loss, exploration of the cord 
itself is in order. A small knife or round needle 
introduced to either side of the dorsal sulcus will 
allow evacuation of old blood or broken-down 
nervous tissue. Frequently the broken-down ele- 
ments of the cord have the appearance of oil, and 
pour out under increased pressure. Following 
such a procedure, the decreased size of the cord, 
and the return of pulsation, suggest an improved 
circulation. It may be advisable to leave the dura 
open if there is any question as to continuance 
or further increase of pressure. 

The greater majority of injuries to the cord 
are in the low cervical and dorsolumbar regions. 
The mobility of the spine in these parts, con- 
trasted with the fixation of the thoracic spine, is 
conducive to dislocation or a combination of frac- 
ture and dislocation. Frequently, manipulation 


with reduction of the dislocation is all that is 
necessary. 


DISLOCATIONS OF CERVICAL VERTEBRAE 


In the treatment of dislocations of cervical 
vertebrae, it has been our practice to use a pro- 
cedure that, as far as I know, has not been de- 
scribed previously. While it is necessary to reduce 
the deformity of the spine, it is far more impor- 
tant that the cervical cord be relieved of pressure. 
Several methods have been described for the 
reduction of the dislocation. We have found the 
technique described by Taylor to be the most satis- 
factory. A halter is placed on the patient’s head 
and fitted as carefully as possible to reduce pain 
and discomfort to a minimum. The straps of the 
halter are attached firmly to a belt worn by the 
operator. This arrangement allows the surgeon 
the use of his hands in the manipulation of the 
head and neck; and at the same time he is able 
to exert a steady and controlled force in extension. 
Countertraction is best applied to the lower ex- 
tremities by assistants. It is usually necessary to 
flex the spine gently before the articular facets 
can be unlocked. This is followed by further and 
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stronger traction with gradual extension; and 
often the reduction can be felt or even heard. If 
x-ray equipment is available, lateral films may be 
taken and usually confirm a satisfactory reduction. 


It has been our practice to supplement this 
technique in the following manner: the patient 
is placed on his side or, in a few instances, in a 
sitting position, with traction applied from above. 
A spinal needle is introduced into the lumbar 
space and a manometer is attached. Jugular com- 
pression will indicate the presence of a partial or 
complete block of the canal. If no block is present 
prior to manipulation, but occurs during or fol- 
lowing the procedure, it is a clear indication that 
the cord is being compressed and constitutes an 
outstanding danger signal. On the other hand, 
if evidence of intraspinal block is corrected by 
manipulation, one is confident that pressure on 
the cord has been relieved and, very probably, a 
satisfactory reduction of the dislocation has been 
accomplished. 

INTRASPINAL BLOCK 


We have found that, in some cases, although 
x-ray films indicate a satisfactory reduction, signs 
of intraspinal block persist. Occasionally, a slight 
change in the position of the head and neck will 
open the canal, and one is able to determine, by 
means of the manometer, the position that will 
insure the maximum relief of pressure on the 
cord. If block is present prior to, and is not re- 
lieved by the usual manipulation, one concludes 
that the cord is so swollen as to occlude the canal. 
Naturally, this condition increases the hazard of 
manipulation greatly and open reduction should 
be considered. 

In such cases traction can be applied to the 
head by means of calipers fastened into the mas- 
toid processes. The laminectomy is carefully done, 
exposing the cord above and below the point of 
injury. With the cord in view, heavy traction 
and manipulation can be made with less hazard 
of injury to the cord. Often the deformity inter- 
fering with the reduction is readily apparent, and 
can be corrected by the open method. 

We feel that the use of the Queckenstedt test 
as an adjunct during the manipulation of cervical 
dislocations has many advantages. Its use will 
indicate the relief, the continuation, or the im- 
position of pressure on the cord as the result of 
a necessary but fairly hazardous procedure. In 
the final analysis, the condition of the cord is 
our chief concern, and deformity of the vertebrae 
is of secondary consideration. I do not mean 
to imply that we should not make every effort to 
prevent and correct deformity of bone, but I do 
feel that, frequently, treatment is directed along 
improper lines. Too often a patient with an injury 
to his back is subjected to an operation to im- 
mobilize the spine, without consideration as to 
investigation and treatment of injuries to the cord 
and nerves. 


If deformity of the spine persists or recurs in 
spite of therapy, the cord may be subjected to con- 
tinued or additional pressure. Intraspinal block, 
or the delayed sequelae of complications sug- 


SPINAL CORD INJ URIES—-FLEMING 


365 


gestive of involvement of the cord, indicates the 
necessity for operation. In neglected cases it is 
usually impossible to correct the deformity of 
bone causing pressure on the anterior surface 
of the cord. Removal of laminae may afford some 
relief of pressure. Much of the traction of the 
dura and cord caused by angulation may be re- 
lieved by cutting the dura laterally and trans- 
versely, above and below the point of stricture. If 
this is not done, the dura, which is most inelastic, 
acts as a bowstring and increases tension on the 
cord. 
INJURIES OF THE CAUDA EQUINA 


Special consideration must be given to injuries 
of the cauda equina. Here one is dealing with 
nerve tissue somewhat analogous to peripheral 
nerves. Regeneration is possible, and every effort 
should be made to facilitate repair. Frequently the 
injury is in the region of the first lumbar or 
twelfth thoracic vertebra. Even though the conus 
is irreparably injured by extensive dislocation, 
lesions of the roots and cauda equina are amenable 
to treatment. If the patient regains flexion of the 
thighs, his ability to get about in a chair is greatly 
improved. 

Hyperextension often will reduce the disloca- 
tion. In these cases the use of the Queckenstedt 
test is also of value. If hyperextension does not 
relieve the block, laminectomy is in order. Pains- 
taking hemostasis, careful removal of clots and 
separation of the roots may prevent the organiza- 
tion of blood and nerve elements into a dense 


mass of scar tissue with resultant compression of 
the elements of the cauda equina. Laminectomy 
in injuries of the cauda equina is somewhat com- 
parable to the neurolysis of peripheral nerves. 


A PLAN OF PROCEDURE IS DESIRABLE 


It is probably true that, in cases in which the 
cord has been very slightly or, in contrast, very 
seriously contused, the type of treatment used will 
not alter the prognosis materially. In the border- 
line cases, therapy often will determine the extent 
of permanent disability. Recourse to the text- 
books and literature indicates great confusion on 
this subject, and disagreement as to treatment. It 
is necessary, at least, to have some plan in mind 
when faced with the problem of caring for inju- 
ries of the spinal cord. Adherence to the fore- 
going suggestions has been helpful in providing 
such a plan—one in which I have learned to place 
confidence. 

TO SUMMARIZE 


For the sake of emphasis, I conclude with the 
following summary: 

1. The emergency treatment of injuries to the 
spinal cord is extremely important. Great care 
must be used to prevent further injury. Shock 
must be recognized and treated promptly. The 
possibility of coincidental or complicating injuries 
must be borne in mind. 


2. The patient should be placed on an air mat- 
tress at once. Delay of a few hours only in this 
detail usually means many months of unnécessary 
care of a pressure sore. 
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3. The great majority of patients should not be 
catheterized. A urinary tract once infected is a 
constant menace to both the well-being and the 
life of the patient. 


4. New and increasing signs of damage to the 
cord indicate the necessity for active treatment. 
X-ray evidence of bone or foreign body pressing 
on the cord suggests the advisability of operation. 


5. Compression of the spinal cord impairs the 
venous and arterial circulation. This, in turn, re- 
tards repair, and may further jeopardize fibers 
and cells of the cord that are still viable. 


6. The Queckenstedt test is our best means of 
determining whether the cord is compressed, and 
a positive test is one indication for manipulation 
or operation. 


7. The use of the Queckenstedt test at the time 
of manipulation or reduction of a dislocation of 
cervical vertebrae is extremely helpful. 

384 Post Street. 

DISCUSSION 


Freperick Leet Reicuert, M.D. (Stanford Hospital, 
San Francisco).—Doctor Fleming’s article on the in- 
juries of the spinal cord and their treatment empha- 
sizes the importance of careful examination and an 
early diagnosis. The use of the Queckenstedt test, 
as an aid in determining whether a severe injury to 
the cord has led to a complete block, and particu- 
larly the use of this test after the reduction of dis- 
located cervical vertebrae is an excellent adjunct in 
deciding whether operative interference is indicated. 


One cannot emphasize too strongly the fact that 
once paraplegia has developed, following a spinal cord 
injury, pressure sores will occur within just a few 
hours, 

The use of hot-water bottles to overcome shock 
seems to do more harm than good in such cases, since 
the burns that develop become major factors in treat- 
ment, and the treatment of shock by other means 
would have led to less disastrous results. 


*e 


Epmunp J. Morrissey, M.D. (234 Medical Building, 
San Francisco).—-The plan outlined by Doctor Flem- 
ing for the treatment of spinal cord injuries is excel- 
lent. It emphasizes the importance of nursing care 
and the proper treatment of the bladder, and is neither 
too radical nor too conservative. 


There is no subject in the field of neurological sur- 
gery in which there is such a wide divergence of 
opinion. This will continue because we are unable 
to distinguish, in the first few weeks, between an 
anatomical and a physiological interruption; and when 
improvement does follow surgery it is impossible, as 
a rule, to say with any degree of certainty that such 
betterment is the direct result of the operative inter- 
vention. 

There is no doubt that in the great majority of 
cases the damage takes place immediately as a result 
of direct injury and, therefore, the results of surgery 
are disappointing. The conditions which might justify 
operation are, first, a block as demonstrated by the 
Queckenstedt sign, which is not relieved by reduc- 
tion of the dislocation; second, impingement into the 
canal of fragments of bone as demonstrated by x-ray; 
and third, increasing neurological findings. 

Operation offers more hope when the lesion in- 
volves the cauda equina. In one case I found the dura 
torn and one of the edges with two posterior roots 
caught in between the fracture of the lamina. 


7 %& 
Mark Atpert Graser, M.D. (727 West Seventh 
Street, Los Angeles).—Doctor Fleming has carefully 


emphasized the importance of the jugular compression 
test, and has added a very valuable addition to be 
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used in cervical and cauda equina injuries. These new 
points that Doctor Fleming brought up are extremely 
ingenious, and one cannot compliment him sufficiently 
for such keen observations. 


Spinal concussion is quite possible, and may be 
compared with cerebral concussion. The results of 
spinal concussion with edema and pin-point hemor- 
rhage would be a complete paraplegia. Personally, 
I have had the opportunity of seeing several cases 
wherein the bullet wound grazed the vertebral column, 
but did not cause a dislocation. A few of the particles 
of lead were visible along the body of the vertebra 
where the bullet had touched. The result was a com- 
plete paraplegia. The jugular compression response 
was normal, and there was no blood upon spinal punc- 
ture. From this we may assume a cord edema with 
pin-point hemorrhage. 


In view of the dehydrating effects of glucose and 
other solutions in cases of head injury, we thought 
it advisable to carry out such therapeutic measures 
with the hope that some good could be accomplished. 


Spinal injury also simulates skull injury in that the 
damage to the underlying nervous tissue is not always 
related to the bony destruction. Furthermore, sequelae 
arising secondary to spinal injuries which are not 
based upon any organic pathology are extremely in- 
capacitating. The severity of the injury has no rela- 
tionship to the development of the various types of 
backache that may occur. 


Additional measures must be directed to the treat- 
ment of such signs, and efforts made to combat the 
existing neurosis. Often it is impossible without a sub- 
rosa investigation to clinically differentiate the malin- 
gerer from the psychoneurotic. 


MALARIAL TREATMENT OF GENERAL 
PARESIS* 


By F. J. Van Meter, M. D. 
Norwalk 


Discussion by Clifford W. Mack, M.D., Livermore; 
Samuel D. Ingham, M.D., Los Angeles; G. Creswell 
Burns, M.D., Compton. 


MALARIAL treatment of neurosyphilis has 
long ago passed the stage of experiment and 
doubt, and has established itself as a standard 
remedial measure, as a result of the encouraging 
reports concerning its use from all over the coun- 
try. No disease, perhaps, has presented such an 
utterly hopeless outlook as general paresis until 
the advent of the arsenicals; and even then, with 
that advantageous treatment, the results were not 
all that could be desired. However, admittedly 
there was a general improvement in a certain 
group of those who received the drug treatment. 
Now, inoculation with malaria has gradually 
brought an increase in the number of improved 
patients beyond that seen as a result of treatment 
with arsenicals, and is, therefore, due to receive 
such credit as it may. This is borne out by the 
experiences of many men everywhere, and the 
literature is replete with improved percentages, 
all the way from 15 to 35 per cent—something 
unknown and scarcely hoped for in the years 

gone by. 

CLINICAL MATERIAL STUDIED 


In December of 1926, a small group of seven 
patients in the Norwalk State Hospital were in- 


* Read before the Neuropsychiatry Section of the Cali- 
fornia Medical Association at the sixty-third annual ses- 
sion, Riverside, April 30 to May 3, 1934. 
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oculated with tertian malaria. The results were 
not encouraging at that time; on the whole, how- 
ever, one of this group of men is still living, mod- 
erately improved, but not well enough to leave the 
hospital. The others have passed away at vary- 
ing lengths of time, but not as a result of the 
treatment. We found these patients were too far 
advanced in paresis, and too much impaired physi- 
cally to be good subjects for the treatment. It may 
be said that, subsequently, more care was used in 
selection of subjects, and a year later a more 
stabilized improvement was noted. 


In a group of forty-nine patients treated a year 
after the inception of the use of malaria, abou: 
12 per cent exhibited an encouraging improve- 
ment in that there was a disappearance of mental 
symptoms, such as delusions, irritableness, com- 
bativeness, and the like. The serology, however, 
exhibited little change, and it was estimated at that 
time, and statements so made, that the treatment 
probably was not going to affect the serology. 
Depressed paretics were believed to respond better 
to the treatment. 


Negro patients were found largely immune, and 
that is still our viewpoint, following the treatment 
of as large a group as six hundred. This is com- 
parable to the experiences of others with the 
negro race. Likewise, Filipinos do not respond to 
the inoculation many times. While it is possible 
in some instances to learn that the patient has had 
a previous attack of malaria, and likely has an 
immunity, in others there is no history of a pre- 
vious attack. 


In the latter part of 1928, a group of 148 pa- 
tients had been treated, and on investigating the 
condition of these patients it was discovered that 
the Wassermann still remained unchanged largely, 
after a period even of two years, but the cell count 
in the spinal fluid was reduced, sometimes to 
normal, and the globulin was negative. It will be 
noted here that it was first assumed that there 
was no change to be expected in the serology, 
based on our earlier experience, and on the smaller 
group. General improved condition among this 
larger group of patients, with apparent remissions, 
were more frequent, and 15 per cent showed a 
more durable and lasting improved state. It was 
felt, as a result of two years’ experience, that 
opinions relative to the efficacy of the treatment 
should be deferred until six months to a year, or 
more, after the treatment had been completed. 


COMMENT 


It is true that, clinically, the patients sometimes 
improved within a few weeks; but the patient and 
his relatives, and of course the physician, are par- 
ticularly interested in the serology, and many 
times judged the treatment according to what 
effect it had on the Wassermann. While it natu- 
rally is a desirable result to attain lessened posi- 
tivity, the patient may reach a considerable degree 
of improvement clinically, and his Wassermann 
remain unchanged, or at least altered little. We 
are not treating the Wassermann, we are treating 
the patient. Some of those patients who after 
prolonged treatment have exhibited a negative 
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Wassermann on the spinal fluid are steadily de- 
teriorating, while others are improved who remain 
positive. The fond relatives expected that some 
miraculous change would come about immediately 
the treatment had been given. 

The public prints wrote up the treatment as a 
cure for insanity, which it was not, and is not. 
We should be guarded in giving opinions con- 
cerning what malaria will do, and consider the 
form of neurosyphilis and its degree of advance- 
ment before giving a prognosis. 


LATER RESULTS 


In December of 1929, two hundred and thirty- 
four patients in all had been treated as described, 
with the result that we found 25 per cent of them, 
approximately, markedly improved, or in tempo- 
rary remissions, and of these, about 14 per cent 
were able to leave the hospital, but on parole ; none 
were deemed recovered, and there is no infor- 
mation submitted to the institution that they have 
entirely recovered their former mental health. 
However, there is no question of their genuinely 
improved state. The unimproved group of the 
234 patients totaled 15 per cent. Now, in this 
unimproved group little results were shown: the 
patients had no change in the serology, continued 
to deteriorate mentally, were deluded, irritable, 
combative, and showed the general progressive 
debilitation of paresis. Among the improved there 
was noted still a positivity of the Wassermann, 
but a negative globulin, and a cell count normal, 
or nearly so. Two patients of the 234, on the 
other hand, showed a slight reduction in the spinal 
fluid Wassermann, which elicited the hope that 
later on there might be some alteration. 


A group of four hundred patients had been 
treated by November of 1931, and the markedly 
improved and stabilized patients in this group 
amounted to from 22 to 25 per cent. It was found 
that the manic, or excited and expansive type of 
paretic, responded much better to the treatment 
than did depressed patients, which is just contrary 
to our view of that matter four years before. 

At this time we are considering a group of six 
hundred patients, who have been treated since 
December of 1926. Without going back into 
figures and statistics too much, this whole group 
showed approximately 34.3 per cent, or 206 pa- 
tients in the improved status ; 40 per cent, or 240, 
after everything is considered with reference to 
condition, were unimproved ; 154, or 25.6 per cent, 
died within from two weeks to two years after 
treatment. Now, in speaking of patients who are 
improved, the writer is indicating that these pa- 
tients had a disappearance, gradually, of active 
mental symptoms, deluded states, hallucinatory 
experiences, marked irritableness and combative- 
ness, with reduced to sometimes normal cell count, 
with negative globulin, and a slight lessening in 
the positivity of the Wassermann. Since 1926 the 
improvement appears to have gradually advanced 
from a point of about 12 per cent on up to the 
present figure, and these averages, as compared 
with others using malaria, appear fair. 


CALIFORNIA AND WESTERN MEDICINE 


NOTES ON THERAPY AND PROCEDURE 


It has been observed that women patients termi- 
nate the malarial attacks spontaneously many 
times, and much more frequently than men. In 
fact, it appears that the spontaneous termination 
of the women is more the rule than the exception. 
With the men in our group, it is unusual to have 
such a termination. 

The same strain of malaria has been used at 
Norwalk since 1926, and is the tertian variety, 
the paroxysms of chilling and febrile rise occur- 
ring every day. Quinin has terminated malarial 
attacks without fail, though occasionally there 
may be a recurrence which another course of 
quinin stops. In some individuals a follow-up 
course of neoarsphenamin or sulpharsphenamin 
has been given instead of quinin, which seems to 
work satisfactorily in terminating the malaria, and 
in providing the necessary tonic and alterative 
effect. In general, the follow-up treatment is sup- 
portive and tonic. Tryparsamid, neoarsphenamin, 
or sulpharsphenamin is used. 

The patients who show arteriosclerotic changes, 
valvular heart disease, myocardial disease, nephri- 
tis, pulmonary disease, or marked general debility 
from any cause, are not good subjects. The arterio- 
sclerotic group particularly do not go through the 
treatment well. 

These patients are allowed to have a course 
of about fifteen chills and febrile attacks, and 
throughout their clinical condition are closely 
watched. The patient must be treated, and not 
just the disease essentially. The appearance of 
cachexia, general weakness, marked jaundice, are 
some of the indications to interrupt the malaria. 
We have to keep in mind that we are treating an 
individual already depleted by a grave disease, 
paresis, and that we have inflicted him with an- 
other disease, even though the object is remedial. 
In the well-selected subjects not weakened physi- 
cally, or possessing some of the ailments pointed 
out heretofore, the treatment does not greatly de- 
plete the patient ; and between the chills and fever 
elevations, the patient appears to feel generally 
comfortable. If the fever mounts to a high point, 
the ice cap and plenty of fluids will render com- 
fort, as well as the application of warmth during 
the chills. It is our experience that the tempera- 
ture will range from 102 to 106 degrees. With a 
higher temperature, there may be some muttering 
delirium, restlessness or excitement, subsiding 
after the temperature goes down. Some patients 
had a very mild chill and mild febrile rise. 


TECHNIQUE OF THE TREATMENT 


Briefly, as to the technique of the treatment, 
one and one-half to two cubic centimeters of blood 
is drawn from the vein of the donor during his 
attack of tertian malaria, the blood being mixed 
with about one cubic centimeter of sodium citrate 
solution one per cent, and this mixture is injected 
into the vein of the patient. The subcutaneous 
method has not been used. We have had no in- 
stances in which death has followed shortly after 
the inoculation. The incubation period has varied 
from four days to ten, and even as long as twenty- 
one days, the average being approximately a week. 
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The patients are put on a four-hourly clinical 
chart the fourth and fifth day after inoculation, 
and are kept closely under observation. The hour 
at which the attack comes is very carefully noted, 
since this may vary from day to day. The attack 
of fever comes daily as a rule, though there may 
be a variation as to its height on alternate days. 
The patient during the attack of shivering is made 
as comfortable as possible in blankets with local 
heat applied if necessary. During the sweating 
stage, the clothing may need to be changed. 
Liquids are freely given. There is a tendency 
toward constipation, and this must be corrected. 
Albuminuria may develop. If it is severe, the at- 
tack should be stopped. The blood for inoculation 
may be taken from the patient at any time as long 
as he has the malaria, and not necessarily during 
the febrile attack. 

Blood examined from a patient during a chill 
shows a mature form of the malarial parasite, to- 
gether with some younger forms. Parasites at 
different stages of development are seen. During 
the chill there appear two predominating types of 
the mature form, and the younger forms, which 
possibly accounts for the chills occurring every 
twenty-four hours. Examination of the blood in 
the same patient some twenty hours later follow- 
ing the chill, while it still shows many of the para- 
sites in various stages of development, exhibits 
the older forms predominating with few of the 
young forms being seen. It is well to examine 
the blood from time to time, since it serves as a 
reliable guide along with the clinical signs of the 
progress of the disease. 


IN CONCLUSION 


With reference to just what factor is bringing 
about the betterment in these patients, it has been 
assumed and believed, with just cause, that the 
elevation of temperature accompanying the ma- 
larial attack was responsible for the benefits de- 
rived. Some hold to the view of a biochemical 
reaction coming about as a result of the malarial 
infection. Some of our patients who have had 
just mild chills and not a particularly high fever 
during their experience with malaria have enjoyed 
as substantial improvement as those with hyper- 
pyrexia. Some patients who had extreme high 
temperatures have not seen as good improvement 
as those with milder fever. Speaking generally, 
it appears to us at this time—viewing this whole 
group of six hundred—that the patients who ex- 
perienced the higher temperatures have had the 
better results. The exact nature of the process 
which brings about the improvements and remis- 
sions cannot definitely be assigned. The malarial 
attack may inhibit spirochetal activity in some 
manner not clear, aside from the thermogenic 
angle.* 

SUMMARY 


1. Spirochetes found by the Jahnel method in 
brains of six out of thirty-nine malaria-treated 
paretics. 


* Spirochetal findings in brains of paretics treated with 
malaria, by Nicholas Kopeloff and Nathan Blackman, De- 
partment of Bacteriology, Psychiatric Institute and Hos- 

pital, New York City; American Journal of Psychiatry, 
Saly, 1933, pages 21 to 30. 





May, 1935 


2. Among six positives, degenerate forms of 
spirochetes encountered in more instances than 
normal forms. Three of six patients come to 
autopsy in six weeks after inoculation. 

3. Spirochetes found by Jahnel and Dieterle 
methods in eight of ten paretics not treated with 
malaria. 

4. Artificially induced malaria is likely to de- 
stroy spirochetes in brains of paretics; or, failing 
to destroy spirochetes completely, this therapy 
alters morphology of spirochete to such a degree 
as to render it degenerate in appearance. 

Norwalk State Hospital. 


DISCUSSION 


Currorp W. Mack, M.D. (Livermore Sanitarium, 
Livermore).—The subject is covered in the author’s 
paper in a very comprehensive manner. The large 
group of four hundred patients treated makes it possi- 
ble to draw valuable statistical conclusions. It is 
stated that from 22 to 25 per cent of the patients are 
improved and stabilized. This accomplishment in the 
treatment of paresis, which has for years been con- 
sidered well-nigh hopeless, is very noteworthy. 

Another point brought out in the paper which 
should be emphasized is that, although there was not 
much improvement in the serology, nevertheless clini- 
cal improvement is the valuable thing and warrants 
the writer in stating that they are treating the patient 
and not the Wassermann. We have positive evidence 
that the malaria is efficacious in paresis by the au- 
topsy findings. The article by C. Geary of the Cen- 
tral Pathological Laboratory of the London County 
Mental Hospitals cites several cases in which histo- 
logical examination showed none of the characteristic 
findings in the brain tissue of paresis after the malarial 
treatment. These cases were positively diagnosed as 
paresis. 

We should endeavor to obtain the consent of pa- 
tients and relatives to administer the malarial treat- 
ment in the preparetic stage of neurosyphilis before 
degenerative processes have begun. This can best be 
accomplished by periodical spinal fluid examination 
in known cases of lues, so that the asymptomatic 
stage may be recognized and treatment administered 
accordingly. - 


SamueEt D. Incuam, M. D. (727 West Seventh Street, 
Los Angeles).—The results obtained by the treatment 
of general paresis in a State hospital, where the pa- 
tients as a rule are in a relatively advanced stage of 
the disease, are not a true indication of the value 
of the treatment. It is obvious that the best results 
from any treatment can be obtained in an early stage 
of the condition treated, but it is seldom that patients 
are committed to the State hospital in an early stage 
of general paresis. It is very significant, therefore, 
that more than 33 per cent of a series of six hundred 
patients in the Norwalk State Hospital are definitely 
improved following the malarial treatment. The fact 
that these results correspond to the results from many 
hospitals and clinics has established the method as a 
distinct advance in the therapeutics of neurosyphilis. 
Although the author did not mention the after-treat- 
ment, it is well to remember that, after a patient has 
been treated by malarial inoculation or by other forms 
of hyperthermia, this should be followed by a pro- 
longed series of treatments by bismuth and tryparsa- 
mid, checked by periodic examinations of blood and 
spinal fluid. o 


G. Creswett Burns, M.D. (Compton Sanitarium, 
Compton).—In the past five years at Compton Sani- 
tarium, we have treated twenty-six paretic patients by 
malarial inoculation. Twenty-four of these were pa- 
tients who showed clear-cut symptoms of general 
paresis, while two were classified as belonging to the 
group of vascular central nervous system syphilis. 
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Only three of the group were women. With such a 
small group Statistics relative to percentages of re- 
coveries, improved and unimproved states, can have 
little value. Some of these patients came to the sani- 
tarium in the last stages of the disease. Some had had 
little or no antiluetic therapy prior to admission. Most 
of these patients were admitted soon after they had 
become unmanageable at home. In several instances 
symptoms of insidious parenchymatous involvement 
were present many months, occasionally two or three 
years, before a physician had been consulted. Five of 
our inoculated patients died. All but one of these were 
poor risks to start with, and the probability of a fatal 
outcome was explained to the relatives. The deaths 
were in the male group. No autopsies were obtained. 
One patient, forty-six, died from a cerebral hemor- 
rhage the day following inoculation with malaria; so 
we do not feel that malarial inoculation was respon- 
sible for this death. In the other cases death occurred 
from eight to twenty-one days after inoculation. These 
four developed a terminal acute nephritis. One of 
these patients was thirty-eight, the remaining three 
over fifty, and arteriosclerotic. 

Twenty of our inoculated patients were considered 
to be improved following the treatment with malaria. 
Only one was definitely unimproved. Of the improved 
group, three patients are known to be working. One 
of these was inoculated in 1929, one in 1933, and the 
other, a young man of twenty-five whose infection 
was congenital, was inoculated in February, 1934. He 
had received considerable antiluetic treatment periodi- 
cally for several years. The onset of acute mental 
symptoms was in December, 1933. The young man 
returned to work this summer. One patient of the 
improved group became so clear mentally that a con- 
fusion over his identity resulted. Following malarial 
treatment he resented being called by the name under 
which he was registered. He remembered having a 
brother on the eastern coast of Canada and investiga- 
tion resulted in our learning that this patient had been 
missing from his family for twenty-five years. 

The diagnosis of general paresis had already been 
established in twenty-two of the twenty-six patients 
before admission to the sanitarium. Two were ad- 
mitted because of alcoholism, one with a long-standing 
diagnosis of Parkinsonian syndrome, and the fourth, 
not referred by a physician, came in undiagnosed. 
Tryparsamid has been used routinely as follow-up 
therapy. 


Bruetsch (The Histopathology of Therapeutic (Ter- 
tian) Malaria, in The American Journal of Psychiatry, 
July, 1932) has shown that therapeutic malaria, in 
addition to producing a stimulation in general of the 
reticulo-endothelial apparatus (system of histiocytes) 
leading to a new formation of macrophagic tissue in 
various organs, also produces a macrophagic response 
in the nervous system, greatest in the leptomeninges. 
To quote Bruetsch: “In the adventitial sheaths of the 
vessels of the brain cortex, the mesodermal phago- 
cytes are only slightly stimulated. About middle-sized 
and large cortical vessels a small increase in the 
number of macrophages has been found. In the peri- 
vascular spaces of the large vessels in the white 
matter, and in the striatum, and in the pons, stimu- 
lated histiocytes are more numerous. The small meso- 
dermal elements along the capillaries of the brain 
cortex have not been activated.” 


Since encouraging clinical results have been re- 
ported in paresis by the use of diathermy and the 
employment of high temperature baths, whether or 
not a similar macrophagic response is produced in 
these patients by fever alone is something for a work 
such as Bruetsch’s to determine. Freeman (Journal of 
the American Medical Association, June 3, 1933), con- 
cluded, from necropsy material in six of his cases in 
his series treated by diathermy, that there was per- 
sistent inflammation in every one of the brains ex- 
amined. But the amount of macrophagic response 
was not stressed by Freeman in this particular article. 
It would be interesting to treat a series of paretics 
with malaria and terminate the malaria after only two 
or three chills. If definite clinical improvement re- 
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sulted, it could reasonably be assumed that the macro- 
phagic response was an important factor in the mecha- 
nism effecting these remissions. Certainly we do see 
Patients obtain remissions following a poor malaria 
“take.” One of the patients in our series was such 
an example. . 


Doctor VAN Meter (Closing).—The writer appreci- 
ates the discussion by Doctors Mack, Ingham and 
Burns, with reference to the additional points brought 
out by them. There can no longer be any question 
about the efficacy of malarial therapy in the light of 
all these experiences. 

The paper was intended to deal only with malarial 
therapy and, for the sake of brevity, the after-treat- 
ment with the arsenicals and bismuth was not gone 
into. I may say that the patients afflicted with general 
paresis in the State hospitals, at least so far as Nor- 
walk is concerned, are not all deteriorated, and some 
of them are not so far advanced, and I feel that our 
findings and work are very much of value in view of 
this. No doubt, the best results can be obtained by 
treatment in the early stages; however, what appears 
to be deterioration is not always such, or we would 
not have had such encouraging results. 


HERPES ZOSTER—SOME OF ITS CLINICAL 
ASPECTS* 


By Metvin R. Somers, M. D. 
AND 


Peart S. Pouppirt, M. D. 
San Francisco 


Discussion by Samuel D. Ingham, M.D., Los Angeles; 


Merlin T.-R. Maynard, M. D., San Jose; Hiram E. Miller, 
San Francisco. 


"THE multiplicity of therapeutic measures recom- 

mended for herpes zoster points to a lack of 
basic knowledge for rational therapy of this con- 
dition. Rational therapy requires an understand- 
ing of pathology and more especially pathological 
physiology. Therefore, as a basis for a discussion 
of some clinical results we have obtained in the 
treatment of this condition by posterior pituitary 
extract, we shall briefly call attention to some 
of the pathological and physiological aspects of 
herpes zoster. 


PATHOLOGY AND PHYSIOLOGY 


In 1863, Barensprung? first demonstrated that 
herpes zoster is accompanied by changes in the 
spinal ganglia. Since that time a great many ob- 
servers have studied the pathological anatomy of 
herpes and have established that there are two 
types of the condition, known as primary and 
secondary. So-called primary herpes zoster is ap- 
parently an acute infectious disease which is ac- 
companied by fever and leukocytosis, and has a 
self-limited course, usually followed by immunity. 
In this condition there is an acute inflammation ? 
affecting mainly the dorsal ganglion of the spinal 
segment involved. Pathologica! studies of herpes 
zoster that occasionally occurs in the course of a 
great variety of other diseases, demonstrate that 
there is also a secondary type. These studies show 
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that in the secondary type there is a lesion at some 
point in the reflex arc which extends from the 
spinal cord through the posterior roots and dorsal 
ganglia to the peripheral nerves and skin, or 
the lesion may be at any point in the viscero- 
sympathetic-spino-radicular arc. Various chemi- 
cal agents giving rise to herpetiform lesions, such 
as arsenic and carbon monoxid, have the common 
property of increasing the permeability of the 
capillaries. The vascular changes have been so 
prominent that Peiffer and others have thought 
that the distribution of the skin lesions follows 
that of the blood vessels. 

If one considers the many sites of the patho- 
logical changes found in herpes zoster, it is evi- 
dent that any theory of the origin of the pain and 
skin lesions must be consistent with disease at 
any point along the reflex arc, and even in the 
blood vessels of the skin itself. The observation 
by Stricker 5 that vasodilatation occurs in the dis- 
tribution of the posterior spinal root, when its 
peripheral cut end is stimulated, has been amply 
confirmed by Bayliss, Langley,”*® and others. It 
is not within the province of this paper to go into 
the exact mechanism by which the capillary and 
arteriolar dilatation is produced. Vasodilator fibers 
may be stimulated acting directly upon the periph- 
eral blood vessels, or the action may come about 
from antidromic impulses. According to Bayliss, 
it is the skin rather than the other tissues of 
the neural segment which is chiefly affected in 
the vasodilatation originating in antidromic im- 
pulses. Lewis® has brought forth experimental 
evidence to show that the nerves do not act di- 
rectly upon the skin vessels, but that there is a 
chemical substance resembling histamin in its 
action, liberated peripherally, and that this is re- 
sponsible for the cutaneous capillary vasodilata- 
tion. The existence of a vasodilator substance is 
not accepted by everyone. It is possible, as has 
been suggested by Lewis® and others, that the 
arteriolar dilatation accompanying the capillary 
dilatation may come about as the result of an axon 
reflex. Anatomical connections have been traced 
between the nerve-endings and the adjacent blood 
vessels. Clinical and some experimental observa- 
tions show that prolonged stimulation of sensory 
nerve fibers is accompanied by vasodilatation, and 
produces swelling, chemosis, and vesicle formation 
in the innervated area. That the vasodilatation, 
swelling and vesicle formation is accompanied by 
local irritation of sensory nerve-endings is a 
matter of common clinical observation. This type 
of pain may be relieved, as Bleuler *° recommends, 
by the use of cocain ointment upon the lesions, 
demonstrating that it is due to peripheral rather 
than more central irritation. It is plausible, there- 
fore, that once vasodilatation and chemosis have 
occurred, a local axon reflex takes place and ad- 
jacent blood vessels open up. Thus a vicious circle 
would be established, limited only by the intensity 
of the vasodilator stimulus either direct, anti- 
dromic, or reflex and the amount of vasodilator 
substance liberated, if one exists. The irritation 
of sensory endings by the local reactions preced- 
ing and accompanying the herpetic lesions is prob- 
ably responsible for the type of pain with which 
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we are concerned in this paper. It is not impor- 
tant from the standpoint of this discussion whether 
the virus of primary herpes zoster is localized 
peripherally in or near the skin lesions, or more 
centrally, or whether it travels along the nerves or 
their sheaths. 


With the above pathological and physiological 
considerations in mind, it occurred to us that 
measures to control the peripheral vasodilatation 
so as to interrupt this theoretical vicious circle 
would be rational, and would also shed some light 
upon the causes of the pain and the skin lesions 
themselves. Peripherally acting vasoconstricting 
drugs seemed promising, and of those available 
two appeared to have definite clinical advantages, 
namely, epinephrin and posterior pituitary extract. 
Preliminary trials were made on a few cases, and 
from the first both drugs seemed to produce very 
favorable clinical results. It is interesting that 
in 1924 Duke* reported that the pain of herpes 
zoster might be controlled by adequate doses of 
epinephrin. He gave no details as to number of 
cases treated, or type of pain relieved, and made 
no attempt to explain the action of the drug in 
the disease. However, epinephrin has a very fleet- 
ing action, and the dosage must be often repeated ; 
so that it was soon abandoned in favor of pitui- 
tary extract. 


Vendel in 1923,1* Sidlick in 1930,2% and Niles 
in 1932,1* each reported series of cases treated by 
posterior pituitary extract, with favorable effects 
either upon the pain or the skin lesions or both. 
None of these authors attempted any explanation 
of the action of the drug in herpes zoster, and 
neither did they specify what type of pain di- 
minished. Niles mentions that his only failures 
were with postherpetic neuralgia. 


We have treated twenty-two cases of definite 
herpes zoster, all with skin lesions and marked 
pain, by the use of posterior pituitary extract. 


METHOD OF TREATMENT 


As soon as the pituitary treatment was started, 
all other forms of treatment, both local and gen- 
eral, were stopped, except that a dry gauze dress- 
ing over the lesions was permitted in three cases. 
A complete history and examination, including 
a careful note of the exact site of the skin erup- 
tion and the number of vesicles present, were done 
in all cases before any pituitary extract was given. 


Routinely, all patients received an initial sub- 
cutaneous injection of 0.2 cubic centimeter of 
posterior pituitary extract of the strength known 
as “surgical pituitrin.” If there were no unfavor- 
able symptoms noted, and none ever were, the 
initial dose was followed in thirty to sixty minutes 
by another somewhat larger dose. In the older 
patients, or those showing an initial systolic blood 
pressure of over 160 millimeters of mercury, the 
second dose was usually 0.3 cubic centimeter, and 
the third and subsequent doses, 0.4 to 0.5 cubic 
centimeter every one to two hours. The younger 
patients and those apparently in good physical 
condition received 0.4 cubic centimeter the second 
dose, and 0.5 to 0.7 cubic centimeter subsequently 
every one to two hours until their pain subsided. 
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One patient, age twenty-seven years, received 1.0 
cubic centimeter as the initial and only dose of 
the day. He complained of pallor, tremor, and 
abdominal discomfort, but the burning pain local- 
ized to the lesions was diminished within three 
hours. The average dosage received by young 
healthy patients was 0.6 cubic centimeter, which 
was well tolerated ; although patients receiving 0.5 
cubic centimeter or more noted pallor and some 
abdominal discomfort, both usually appearing 
within twenty to thirty minutes. One case was 
treated exclusively by “obstetrical pituitrin,” intra- 
nasally, three to six drops every thirty to sixty 
minutes, repeated three times; then every two 
hours for five times. Three cases received “pit- 
ressin,” given in the same manner as was the pitui- 
trin, and their response was in every way typical 
of the group. One case received alternate doses of 
pitressin and pituitrin, and the results were within 
the general average of the group. 

In all patients, as soon as pain was relieved, the 
interval between doses was increased and treat- 
ment administered only when the pain commenced 
to return. The time intervals from the adminis- 
tration of the first dose to the beginning of lessen- 
ing of the pain, to the complete disappearance of 
the pain, and to the regression of the skin lesions, 
were noted in each case. It was found impractical 
to note the time interval when the skin lesions 
had completely healed, because of the difficulty 
of determining just when they were gone. The 
individual lesions responded differently, depend- 
ing upon how elevated they were, how long they 
had existed and whether they were vesicular. It 
was much easier to note improvement rather than 
cure, because the lesions became more discrete, 
less elevated than the adjacent skin, and the sur- 
rounding flush disappeared. 

Table 1 summarizes the cases treated and the 
results obtained. 

PAIN 


Only a few patients had been treated before the 
existence of two types of pain was noted, and most 
subsequent cases confirmed this observation. One 
type of pain was described as sharp, stabbing, 
shooting, or aching in character. It was sometimes 
constant, but usually intermittent or variable in 
intensity, and involved the affected segment to a 
varying extent. It was not often as well localized 
as the next type of pain. Four of the twenty-two 
cases had this pain in a marked degree, and three 
of the remaining cases in a mild degree. 


The other type of pain was described as burn- 
ing, itching, or stinging, and was usually well 
localized to the lesions themselves, although in 
common with the first type it sometimes preceded 
the skin eruption. The burning pain was present 
in some degree in all cases, and its intensity was 
roughly proportional to the severity and extent of 
the skin lesions. 


The burning pain was uniformly relieved by 
the treatment. Always within six hours, and on 
an average of four hours after the initial injec- 
tion of pituitary extract, all cases reported dis- 
tinct diminution of this discomfort. Four patients 
noted lessening within thirty minutes after the 
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second dose (about one and one-half hours after 
beginning treatment). In twenty cases this type of 
pain was completely relieved in seven hours after 
the initial dose. One of the remaining cases, an 
hysterical female who understood English poorly, 
was never completely relieved, but it was apparent 
that the pain had lost its importance within four 
hours. The other case was a male with the entire 
left distribution of cervical segments seven and 
eight completely covered with vesicles or papules, 
which had existed for five days before treatment 
was started. Although the burning pain was much 
less within four hours after the first treatment, 
it did not disappear until eighteen hours later. 


The diminution of the burning type of pain 
always followed the appearance of skin pallor. 
From one to four hours after the pallor became 
marked, this pain began to subside and continued 
to grow gradually less and disappear. The rapid- 
ity of its subsidence did not seem to be propor- 
tional to the degree of pallor. The pain appeared 
to be slower to disappear the more extensive the 
skin lesions, or the longer they had been present 
before pituitrin was commenced. However, cases 
with vesicles lost their burning pain in about the 
same length of time as those without vesicles, 
although in the former ultimate healing seemed 
delayed. Because of the relation of the pallor to 
the benefits, it would probably be best to reassure 
the patients who complain of it. However, in the 
series this reassurance was seldom given, because 


the psychic factor would distort the subjective 
response. 


The burning pain is the symptom most often 
and bitterly complained of, and it is also the symp- 
tom most readily relieved by pituitary extract. 
This pain is also relieved by other vasoconstrict- 
ing drugs, and in a subsequent paper we shall 
report on the use of adrenalin, ephedrin, levo- 
metasynephrin, and some others. 


The stabbing, sharp, aching pains, however, 
show a different response following pituitary ex- 
tract, and are, apparently, more difficult to relieve. 
Occasionally a patient who has been suffering 
severely from the burning pain as well as the stab- 
bing type, will claim complete relief from all pain 
following treatment. This happened in two of our 
cases ; but careful observation and inquiry showed 
that the major pain had been burning, and when 
this was relieved the other pain was so slight as 
not to be thought worthy of mention. It is the 
stabbing, sharp, aching pain that persists as so- 
called postherpetic neuralgia. In Niles’s series the 
postherpetic neuralgia cases were the only ones 
that did not respond to pituitrin. We can confirm 
this observation with a reservation as far as a 
possible psychic benefit is concerned. It is prob- 
ably the failure to distinguish between the two 
types of pain that causes some of the variation 
in therapeutic results in the literature. 


SKIN LESIONS 


The skin lesions also regressed rapidly follow- 
ing pituitary extract. On an average of six hours 
after beginning treatment, the lesions were seen 
to be becoming definitely more discrete and the 
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TABLE 1.—Summary of Data 


Total number cases treated—22. 
Average duration of skin lesions prior to treatment— 
3.1 days. 
Average duration of pain prior to treatment—4.5 days. 
Age Incidence: 
20-30 years. 
30-40 years. 
40-50 years. 
Sex Incidence: 
Males. ...............--...14 Cases 


Site of Skin Lesions: 
Fifth cranial nerve....5 cases 
Cervical nerves 4 cases 
Types of Pain: 
Burning pain.......... 22 cases Neuralgic pain...... 7 cases 


Outline of Treatment with Posterior Pituitary Extract: 
Average total dosage per case............ 4.9 cubic centimeters 
Average single dOSEC.................00c-.s0-+-+++ 0.6 cubic centimeter 
Average interval between treatments: 

First day............ 1.5 hours Second day............ 4.0 hours 
Third day. 18 hours 
Average number of injections per case: 
First day......4.2 Second day......2.8 


Response to Treatment: 
Skin Lesions (22 cases): 


Average time to onset of visible improvement....8 hours 
Average total dosage to onset of improvement..1.6 cubic 
centimeters. 


Burning Pain (22 cases): 


Diminution within four hours 
Diminution within six hours 

Complete relief within seven hours 
Complete relief within twenty-four hours 


Neuralgic Pain (7 cases): 


Completely relieved 
Partially relieved 
Unaffected 


Side Effects: 


Palior ........ 22 cases 
Tremor 14 cases 


. 3 cases 
7 cases 
... 6 cases 


... 2 Cases 
3 cases 
1 case 


50-60 years.. 
60-70 years.. 
70-80 years... 


Females 8 cases 


Thoracic nerves....12 cases 
Lumbar nerves.... 1 case 


Third day......1.2 


Abdominal discomfort 
Precordial discomfort 


20 cases 
2 cases 


surrounding redness was less. In three cases im- 
provement could be noted within two hours. In 
no case did any new lesions or vesicles appear 
after pituitary extract was started, and the usual 
course of the eruption was to grow gradually 
smaller, flatter, and go on to complete healing. 
It was seldom necessary to continue treatment 
longer than three days; one case received four 
days, and one case five days of treatment. Four 
cases received treatment for only one day, five 
injections. In two cases treatment was stopped on 
the second day and the lesions began to enlarge 
and pain return; pituitrin was resumed twice a 
day for two more days, and the eruption promptly 
became painless and went on to healing. 

If vesicles have formed, complete healing ap- 
pears to be slower and scarring is apt to occur 
at the site of the vesicles. It is important, there- 
fore, to begin and maintain vigorous treatment 
before vesicles have formed. As is well known, 
facial herpes is prone to result in scarring. Five 
of our cases were trigeminal herpes ; three affected 
in the ophthalmic division. Two of these cases 
showed some subsequent scarring, but only at the 
site of vesicles. In the other case, treatment was 
started before the lesions had gone on to vesicle 
formation, but one very faint scar occurred at 
the site of the largest papule. The remaining cases 
showed no scarring. 
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Two of our cases had lesions in the palm of 
the hand and they were very slow to disappear, 
and the local pain was also not completely relieved 
until over twelve hours after it had disappeared 
from all other sites. Both the palmar skin lesions 
and the pain appear to be unusually resistant to 
the pituitary treatment. The most rapid regres- 
sion of skin lesions is usually seen where the skin 
is the thinnest. 


CONTRAINDICATIONS 


The contraindications for the use of posterior 
pituitary extract may be best pointed out when 
it is remembered that the drug acts peripherally 
upon smooth muscle. The main danger is cardio- 
vascular. Coronary occlusion has followed the in- 
jection of posterior pituitary extract in both ani- 
mals and man, and the existence of severe coro- 
nary or myocardial disease should be looked upon 
as a definite contraindication to its use. Two of 
our cases noted mild precordial discomfort, but 
no bad effects were observed. Precordial pain 
should be taken as an indication to reduce the dose 
and frequency of administration of the drug, and, 
if severe coronary disease is suspected, its dis- 
continuance entirely. The coronary arterial spasm 
is part of the generalized vasoconstriction which 
seems to be the objective of the pituitary extract 
treatment. It may be possible to avoid cardiac 
dangers by the use of one of the synthetic isomers 
of epinephrin which cause peripheral vasoconstric- 
tion without affecting the coronary arteries. We 
will take up these promising therapeutic measures 
in a subsequent paper which is now in preparation. 

Gangrene has followed large doses of pitui- 
trin,*® so that one would hesitate to use it in the 
presence of circulatory impairment of the extremi- 
ties, such as Raynaud’s disease or thromboangitis 
obliterans. Arteriosclerosis of ordinary degree 
does not appear to be a contraindication. The 
elevation of the systolic blood pressure might 
cause arterial hemorrhage if there be severe arte- 
rial disease. 


One would also hesitate to use vasoconstricting 
drugs in the presence of increased intracranial 
pressure where vital centers are already suffering 
from anoxemia. This is a point to be borne in 
mind because herpes follows intracranial oper- 
ations at a time when the intracranial pressure 
may be considerably elevated. 


The contraction of the smooth muscles of the 
gastro-intestinal tract is occasionally uncomfort- 
able, but usually little else than reassurance is 
necessary. However, in the presence of irritation 
along the gastro-intestinal tract, actual pain might 
result and the use of the drug be limited. The 
danger of emptying a pregnant uterus can be 
easily avoided by using pitressin rather than pitui- 
trin, and it seems to be equally effective. 

We are indebted to Dr. Charles W. Barnett for 
allowing us to include one of his private cases in 
this series. 

SUMMARY 
Theoretical considerations based upon a study 


of the pathology and physiology of herpes zoster 
suggested that drugs causing peripheral vaso- 
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constriction should produce beneficial therapeutic 
results. Twenty-two cases of definite herpes zos- 
ter, all with skin lesions and marked pain, were 
treated by the use of posterior pituitary extract. 
The burning, stinging type of pain began to sub- 
side in some cases as soon as two hours after 
initial injection, and was completely relieved in 
twenty cases within six hours. The sharp, stab- 
bing, neuralgic type of pain was not so much 
affected. Improvement was noted in the skin le- 
sion within six hours following the first dose of 
pituitrin. In no case did new lesions or vesicles 
appear after pituitary extract was administered. 
Regression of the skin lesions was slower in the 
cases with vesicle formation. The pain disappeared 
with equal rapidity, regardless of whether or not 
vesicles were present. The improvement of the 
skin lesions and the subsidence of pain followed 
soon after, and was roughly proportional to the 
vasoconstriction produced. There were no un- 
favorable effects. 
CONCLUSIONS 


1. Posterior pituitary extract is of definite clini- 
cal value in relieving the burning pain of herpes 
zoster. 


2. It is of less value in relieving the neuralgic 
type of pain. 

3. The presence of vesicles does not delay the 
relief from the burning pain. 


4. Existing skin lesions regress, and new ones 
do not appear if pituitary extract be given in suffi- 
cient quantities. 


5. Complete healing of the skin lesions is de- 
layed in cases in which vesicles are present. 


6. This method of treatment is generally appli- 
cable, provided the contraindications outlined in 
the body of this article are observed. 


7. There is clinical experimental justification 
for the theory that the above beneficial effects are 
dependent upon the vasoconstriction produced. 
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DISCUSSION 


Samuet D. Incuam, M. D. (727 West Seventh Street, 
Los Angeles).—The importance of Doctor Somers’ 
paper is indicated by the fact that twenty-two cases 
of primary herpes zoster have been treated, and 
twenty-one of them have been completely relieved 
within twenty-four hours. If such results can be ob- 
tained constantly by the use of surgical pituitrin, this 
treatment forms a distinct advance in deep thera- 
peutics of herpes zoster. The hypothesis offered by 
the authors concerning the manner in which pituitrin 
operates appears to be reasonable. It still remains, 
however, a hypothesis. Sustained vasoconstriction at 
the skin areas of hyperemia and vesiculation may be 
the cause of relief. It must be remembered, however, 
that herpes zoster is a self-limited disease; that im- 
munity processes are at work from the time of its 
onset, and that the injection of pituitary extract pro- 
duces not only vasoconstriction but rather widespread 
effects involving the entire organism, especially the 
combination of the different endocrine functions and 
metabolic processes. To return to the practical aspect 
of this treatment, the fact that it gives relief to dis- 
tressing, burning pain in such a large proportion of 
cases treated justifies extended observations over a 
larger number of cases. Due caution, however, should 


be observed in patients in whom there are possible 
contraindications. 
& 


Meruin T.-R. Maynarp, M.D. (407 Medico-Dental 
Building, San Jose).—In reviewing my own cases of 
herpes zoster, I find that although my treatment does 
not consist in the use of one substance in every in- 
stance, a summation of the results produces a close 
comparison to those of the authors’. Originally, I 
treated all cases with autohemotherapy. Latterly, I 
have combined surgical or obstetrical pituitrin with 
the whole blood, and have injected the mixture into 
the gluteal muscles. More recently, I have treated a 
series with intravenous sodium iodid prior to giving 
any other treatment. My reason for combining pitui- 
trin with the whole blood was that I felt that there 
was less pressor action on the vascular system from 
the slower absorption. I have felt safer with this pro- 
cedure in cases involving elderly persons. Further- 
more, this method apparently protects the patient 
against the urgent peristalsis commonly found follow- 
ing the injection of pituitrin alone. The dosages I 
have used have been larger than those of the authors’, 
since I have given a full centimeter at a dose. How- 
ever, since the absorption is slower, the effects are 
probably comparable. I have had several striking 
cases of relief of pain, the most dramatic of which 
was that of an instructor of acrobatic dancing. He 
presented himself at my office at 1:30 o’clock in the 
afternoon suffering acute pain from a zoster in the 
gluteal area. He had spent a sleepless night and was 
expected to teach his dancing class at three o’clock 
the same afternoon. I told him that it would be im- 
possible for him to do so, and that he must return 
home and stay in bed. I gave him an injection of 
pituitrin in 10 cubic centimeters of whole blood intra- 
gluteally. He came in the next day and told me that 
no further pain had been felt since a half hour after 
the injection, and that he had taught his dancing class 
against my advice. I repeated the treatment twice, 





CALIFORNIA AND WESTERN MEDICINE 





Vol. 42, No. 5 





and there was no return of pain and recovery was 
rapid. 

The results of treatment in my own office cases, 
treated by internal means, give the following tabula- 
tion in a total of fourteen such cases. Healing cases 
were not included. Those receiving pituitrin and auto- 
hemotherapy combined gave an average of complete 


relief in two days. Those receiving pituitrin alone 
showed an average of complete relief in one day. A 
total of seven cases receiving pituitrin alone, or pitui- 
trin and autohemotherapy, comprise this series. Those 
receiving sodium iodid alone, a total of seven cases, 
show complete relief in four days. My recollection of 
all cases treated through ten years of clinical work 
which includes a considerable larger number than those 
here recorded, is that pituitrin alone gives the quickest 
relief. The next most effective method has been the 
combination of pituitrin and autohemotherapy. I feel 
that the greater safety of this latter method is reason 
for recommending it. The use of sodium iodid alone 
usually gives no relief from pain. However, the lesions 
will commonly show rapid healing following its use. 


It is rather bromidic to make the statement that 
a series of twenty, or even fifty, cases are insufficient 
to give conclusive evidence of the value of a treat- 
ment; however, the steps of the authors’ investigation 
have followed a very direct path, and I believe that 
it is a path well worth following from the evidence 
so far presented. 


I appreciate very much the opportunity to discuss 
this excellent paper, and believe that I can concur 
with the findings of Doctors Somers and Pouppirt. 


% 


Hiram E. Mutter, M. D. (384 Post Street, San Fran- 
cisco).—Somers and Pouppirt have given us a concise 
review of our present knowledge of herpes zoster and 
a plan for rational therapy. It is difficult to evaluate 
the results of treatment in this self-limited disease, 
and to determine whether the pain and eruption dis- 
appear spontaneously or as a result of treatment. 
Ideally, a similar number of untreated cases should 
be taken as controls and the end-results compared. 
Practically it is difficult to obtain a sufficient number 
of patients with the disease to carry out such a plan. 
While we know in general the course and average 
duration of the disease, we frequently encounter mild 
cases in which the pain disappears spontaneously in 
a few days’ time. 


I began in 1930 using obstetrical pituitrin in the 
treatment of herpes zoster. I have found it to be of 
value in some cases, but not in all. I have given a 
larger dosage at longer intervals than reported in this 
paper. I am certain that the authors’ dosage and time 
interval are preferable. 

The pain in supraorbital zoster—especially in elderly 
patients—is particularly resistant to therapy. In some 
cases it continues for many months or throughout the 
lifetime of the patient. I have not found that pituitrin 
prevents this long period of suffering in all cases. 
I think that the authors have sufficiently stressed the 
dangers of pituitrin therapy in the aged and those 
with hypertension. 

Pituitrin is definitely of value if given early in the 
treatment of herpes zoster. We are indebted to the 
authors for their presentation of this subject. 


% 


Docror Somers (Closing).—We have had some ex- 
perience with the use of pituitary extract mixed with 
whole blood, and we agree with Doctor Maynard that 
the effects are not so prompt as with pituitrin alone. 
These cases were not included in our series because 
of the additional variable. We have not tried a suffi- 
cient number of cases with this combined method to 
draw any satisfactory conclusions as to its value. 

We agree with Doctor Miller that the persistent 
postherpetic pain does not, as a rule, yield to pituitrin 
treatment. It is usually possible to identify the cases 
that will have favorable results by the type of pain 
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of which they complain. The burning postherpetic 
pain will probably get relief, but the neuralgic pain, 
in our experience, is not benefited by posterior pitui- 
tary extract. 
supraorbital zoster during the acute stages is any more 
resistant to the pituitrin treatment than zoster of any 
other part of the body where the skin is of approxi- 
mately the same thickness. However, supraorbital 
zoster frequently goes on very rapidly to formation of 
vesicles, and when this has occurred, healing is de- 
layed and scarring is apt to follow. This again empha- 
sizes the importance of early treatment. 


THELUREOF MEDICAL HISTORY* 


THE FIRST SUTURE OF A BLOOD VESSEL‘ 


By Freperick A, Fenper, M.D. 
San Francisco 


‘THOUGH the report of the first successful 
suture of a blood vessel in man is often cited, 
it is quoted rarely and appears to have been seldom 
read. The feat that occasioned the report, the 
closure of a ruptured aneurysm, becomes note- 
worthy when one realizes that more than one hun- 
dred years elapsed before it was duplicated. The 
suture was carried out by Mr. Hallowell, a sur- 
geon of Newcastle-on-Tyne, in 1759, and reported 
to Dr. William Hunter in a letter from Mr. 
Lambert (Figure 1) two years later, Hallowell 
meanwhile having died. Hunter made the letter 
public at a meeting of “A Society of Physicians 
in London.” The communication is not long, 
and is perhaps worth reading in full. The method 
of suture, “as in the harelip,” is illustrated in 
Figure 2. 


“The case of the Aneurysm was indeed curious, and, 
I am in hopes, will prove useful; but I must not be 
too sanguine in its favour, till I have seen the effects 
of such an operation confirmed by several instances; 
till then, I would not be fond of saying anything of 
it in print, except you think, that as few of these inju- 
ries fall to any single man’s share in the ordinary 
course of business, it would, by that means, afford a 
larger field to put others upon the tryal, so as to intro- 
duce the method sooner. 


“If this be your opinion, I have no objection to 
giving any short account of it you may think proper. 
The history of it was thus: 


“IT had very carefully attended to the cure of three 
Aneurysms, for which the operation was performed 
by my late worthy friend and collégue, Mr. Hallowell. 
In one of them, after the operation was performed in 
the common way, by a ligature above and below the 
aperture in the artery, such violent pain and swelling, 
and inflammation, came on, as to threaten a gangrene. 
Bleedings, fomentations, poultices, &c. mitigated these 
symptoms; a plentiful suppuration ensued; the wound 
gradually healed, and the patient was discharged from 
the hospital with a weak arm, and a pulse much 
weaker in that wrist than in the other. This case, in 
particular, made me turn my mind to the operation 
for the Aneurysm, and made me wish to see it done 
with some alteration in the method, so as to make less 
disturbance in the circulation of the part. I recollected 
all that I had seen or read of the effects of styptics, 


*A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany Department, and 
its page number will be found on the front cover. 

t From the Department of Surgery, Stanford University 
School of Medicine. 
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We have not found that the pain in. 
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360 Medical Objfervations and Inquiries, 


XXX. Extraét of a letter from Mr. Lambert, 
furgeon at Newcaftle upon Tyne, to Dr. 
Hunter ; giving an Account of a new 
Method of treating an Aneuryfm. Read 
Sune 15, 1761, 


HE cafe of the Aneuryfm was in- 

deed curious, and, I am in hopes, 
will prove ufeful; but I muft not be too 
fanguine in its favour, till I have {een the 
effects of fuch an operation confirmed by 
feveral inftances ; till then, I would not be 
fond of faying any thing of it in print, ex- 
cept you think, that as few of thefe inju- 
ries fall to any fingle man’s fhare in the or- 
dinary courfe of bufinefs, it would, by that 
means, afford a larger field to put others 


upon the tryal, fo as to introduce the me- 
thod fooner. 


_ Ifthis be your opinion, I have no ob- 
Jection to your giving any fhort account of 


it you may think proper. The hiftory of it 
was thus : 


I had very carefully attended to the cure 
of three Aneuryfms, for which the opera- 
tion 


Fig. 1.—First page of Lambert’s report of the first suc- 
cessful suture of a blood vessel in man. 


of pressure, and of ligatures in the cure of hemor- 
rhages. I considered the coats and motions of arte- 
ries, and compared their wounds with the wounds of 
veins and other parts. I reflected upon the process 
of nature in the cure of wounds in general, and con- 
sidered in particular, how the union of divided parts 
was brought about in the operation of the hare-lip, 
and in horses necks that are bled by farriers. Upon 
the whole, I was in hopes that a suture of the wound 
in the artery might be successful; and if so, it would 
certainly be preferable to tying up the trunk of the 
vessel. I communicated my thoughts to Mr. Hallo- 
well, Mr. Keenlyside, and some other friends of the 
profession. A case of an Aneurysm from bleeding 
occurred, and fell to Mr. Hallowell’s lot. I recom- 
mended the method I have hinted. He put it in execu- 
tion June 15, 1759. Everything was done in the usual 
method, till the artery was laid bare, and its wound 
discovered; and the tourniquet being now slackened, 
the gush of blood per saltum shewed there was no de- 
ception. Next, two ligatures, one above the orifice, 
and one below, were passed under the artery, that 
they might be ready to be tied at any time, in case 
the method proposed should fail. Then a small steel 
pin, rather more than a quarter of an inch long, was 
passed through the two lips of the wound-in the 
artery, and secured by twisting a thread round it, as 
in the hare-lip. This was found to stop the bleeding; 

















































































































































































































































































































Fig. 2.—Method of suture of harelip referred 


to by Lambert. The edges were freshened, a 
long pin passed through both, and a ligature 
wound about the exposed ends of the pin in 
‘‘figure-of-eight”’ fashion. 


upon which the arm was bound up, the patient put 
to bed, and ordered to be kept quiet, &c. as usual in 
such cases. The wound was first dressed on the fourth 
day, viz. June 18. It looked well for the time, and 
continued to heal, without interruption, in a kindly 
manner. The pin came away with the dressings June 
29, that is, on the fourteenth day; and on the 7th of 
July every part was healed, except what was kept open 
by the two ligatures, which remained loose in the flesh 
like two setons. These were therefore removed. In 
a few days after this, the wound was completely cica- 
trized: and July 19, the patient was discharged from 
the hospital perfectly well, and with a pulse in that 
arm nearly as strong as in the other. Indeed, the pulse 
was very little altered immediately after the operation; 
it was weakened in a small degree, as might be ex- 
pected from the diameter of the vessel being straight- 
ened; but it was so strong and equal, that we had not 
the least doubt of the blood’s continuing to circulate 
freely through it. 


“If it should be found by experience, that a large 
artery, when wounded, may be healed up by this kind 
of suture, without becoming impervious, it would be 
an important discovery in surgery. It would make the 
operation for the Aneurysm still more successful in 
the arm, when the main trunk is wounded; and by this 
method, perhaps, we might be able to cure the wounds 
of some arteries that would otherwise require amputa- 
tion, or be altogether incurable.” 

Lambert’s hopes were not to receive early ful- 
fillment. About ten years later, after extensive 
and painstaking animal experimentation, Assmann 
of Gronigen decided that the suture of arteries 
was not feasible. The project lay almost un- 
touched for a hundred years, the importance of 
infection, the greatest obstacle to success, not 
being appreciated during the interval. Interest 
was reawakened by the experiments of Gluck in 
1883. A few years later, with the advent of more 
radical surgery in Germany came, inevitably, acci- 
dents to large vessels and a new impetus to vascu- 
lar surgery in man. The trail leads from this 
point, by way of significant American contribu- 
tions, to Dorfler, Carrel and Guthrie, who may be 
said to be responsible for the accepted techniques 
of today. 

Stanford University School of Medicine. 
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THE HEALTH FOUNDATION FOR RECOVERY t 


By Haven Emerson, M.D. 
New York City 


11* 


INFLUENCE OF RECENT MEDICAL DISCOVERIES 
ON PRESENT-DAY LIVING 


ND what is a reasonable and probable explana- 

tion for the continuous and uniform improve- 
ment in life-saving in the United States, while 
by other criteria of social status we would seem 
to be retrogressing or at least barely holding our 
own? The answer seems to me to rest in two 
major characteristics of the public health move- 
ment. No other department of local government 
is so exclusively concerned with the application of 
biology to social ends. Education has gradually 
replaced legislation, information based on experi- 
mental evidence has replaced traditional authority, 
the influence of intelligent self-interest has re- 
placed the coercive power of the law. It is the 
introduction of the medical sciences into civil or- 
ganization, and the use of learning instead of 
laws, which have distinguished the health depart- 
ment of today from all other functions of local 
government, except perhaps that of the public 
schools. In a notable address last February in 
Philadelphia before the American Academy of 
Political and Social Sciences, Dr. Thomas Parran, 
Jr., the health officer of the state of New York, 
expressed the gist of the matter as follows: 

“Public health is founded upon scientific discoveries 
which are comparatively recent. There is an inevi- 
table cultural lag between the acquisition of knowl- 
edge and its application to the community; and, 
although the desire for life and health is a basic 
human emotion, the absence of disease, the prevention 
of an epidemic, the saving of a life, are rated as nega- 
tive accomplishments. They are not dramatized in 
the public consciousness. For a long time statesmen 
have expressed the thought that the care of the public 
health is a primary responsibility of government. 
Blackstone interpreted the legalistic aspect when he 
said, “The right to the enjoyment of health is a sub- 
division of the right of personal liberty, one of the 
absolute rights of persons.’ ” 

These concepts mean that the community col- 
lectively should perform for its citizens (1) those 
services which are so important to the social 
organism that they cannot safely be left to the 
initiative of the individual, uneducated or in- 
different to their importance, and (2) those serv- 
ices which, because of their nature, the individual 
cannot provide for himself. 

It is as characteristic of young functions of 
government as it is of youth itself that rapid 
growth of knowledge should reveal its vitality. 
Public confidence and support have followed 
closely upon satisfaction in the results already 
achieved. As soon as automatic or traditional be- 
lief has given way to a rational conviction in the 
new truths experimentally proved and practically 
demonstrated in village, city, and state, preventive 

t+ From the Department of Public Health Practice of the 
De Lamar Institute of Public Health of Columbia Uni- 
versity, New York City. 

Delivered September 8, 1934, at San Francisco, before 
the Commonwealth Club. 


* Part I of this article was printed in the April issue of 
CALIFORNIA AND WESTERN MEDICINE, page 259. 
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medicine becomes the topic of the market place 
and the health officer becomes a prophet in his 
own country, rather than a sanitary policeman 
concerned chiefly with his legal rights and powers. 


PRESENT-DAY CONCEPTIONS OF THE HEALTH 
FUNCTION OF A GOVERNMENT 


The health function of government as at present 
conceived is to translate into action the discoveries 
of the laboratory and the clinic, to test and prove 
the innumerable factors which handicap life at 
any age, and put to work the resources of pre- 
vention. Among the guarantees of social stability, 
of permanence in the success of a representative 
form of government, responsive to the needs of 
the individual as well as to the will of the ma- 
jority, is the fact that much ignorance of disease 
has been conquered, and that knowledge of the 
laws of health has been put into everyday use in 
the homes of most of our people. 


CALIFORNIA’S PUBLIC HEALTH NEEDS 
AND RESPONSIBILITIES 


What then are the characteristics of your own 
State in the community of commonwealths? What 
are California’s peculiar needs and responsibilities, 
and how secure is your share of the west coast 
of the continent against invasion of bacteria and 
parasite, deterioration of stock, and the hazards 
of commerce and travel? What are the probabili- 
ties of population change, and a shift of balance 
of growth across the great valley and the moun- 
tains from the Atlantic to the Pacific basin? 


In spite of the chronological youth of its organ- 
ized government, California belongs among the 
more aged of the states having a higher propor- 
tion of its population in the decades beyond forty- 
five years of age than any but the New England 
states. While but 23 per cent of the people of 
the nation are forty-five years of age or over, in 
California almost 28 per cent are in this age group 
with Vermont, showing 29 per cent and the New 
Hampshire 30 per cent. This distinction of ma- 
turity is a dominant factor in creating the lead- 
ing problems in preventive medicine for — phy- 
sicians and health officers. 


CALIFORNIA’S BIRTH AND MORTALITY RATES 


Your very low birth rate is the natural ac- 
companiment of your high death rate from heart 
disease and cancer. With a national heart disease 
death rate of 224, California’s is 252, New Hamp- 
shire’s and Vermont’s just over 300. And simi- 
larly with cancer, the national death rate from 
which is 102, that of New Hampshire 135, and 
California 124. 


And let me repeat that high death rates from 
heart disease and cancer in a population like yours 
is to be expected, is not at all discreditable, but 
in fact represents truthfully the degree of your 
success in saving infant and child life. We may 
learn to prevent and cure more cases of cancer, 
but to anticipate a reduction of deaths from heart 
disease occurring after the age of sixty would 
call for a bolder optimism than our present knowl- 
edge warrants. 
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Your birth rate will continue to fall, your gen- 
eral death rate will presently start to rise, and in 
the not distant future you will achieve a stable 
population probably before the nation as a whole 
ceases to grow. 


There is now only one state, Oregon, with a 
birth rate lower than that of California. The birth 
rate of the nation in 1933 was 16.4, that of 
Oregon was 12.2, and that of California 12.4; 
with Washington (13.0), New Jersey (13.4), 
Connecticut (13.6) next in order. The four states 
with high birth rates are New Mexico with a rate 
of twenty-seven, and North and South Carolina 
and Utah with rates of twenty-three. 


Even as early as 1950 you may expect a station- 
ary population ; after which there may be a decline 
such as we have reason to expect in New York 
State about the same time, even though the popu- 
lation of the nation may increase until about 1970. 


It is estimated that England will be showing a 
falling population before 1945. It has been his- 
torical experience that when a people does not 
fully utilize its available natural resources it is 
presently displaced by some more vigorous or 
ambitious race. 


There is, then, in the not too distant offing a 
challenge to keep our death rate still a little below 
our birth rate, and to see to it that the knowledge 
of contraceptive measures is spread among those 
races which now, from force of surplus popula- 
tions and restricted area, look covetously upon our 
continental wealth and spaciousness. 


It is true that today, as for many decades past, 
my own city and state of New York have grown 
at a relatively greater rate than have the United 
States as a whole. New York City is, in fact, 
the metropolitan center of this continent; and if 
national population becomes stationary the state 
of New York will draw many people from other 
parts of the country because of its superior ad- 
vantages. 


INFLUENCE OF THE GREAT WATER BASINS 
ON CIVILIZATION 


It has been the teaching of history, however, 
that the great water basins have determined the 
growth and movement of populations. The Medi- 
terranean and the Atlantic have had their turn, 
and it is to be expected that with the obvious 
awakening and restlessness of the peri-Pacific peo- 
ples your State may be called upon to adjust itself 
to a flow of strangers from overseas similar to 
that which has for a century and a half inundated, 
fertilized and made wealthy the ports of our 
eastern seaboard. 


You and the nation behind you have suffered 
once and again from disease introduced from 
abroad, and you have carried the burden of tuber- 
culosis brought in from other states. The tubercu- 
losis death rate of California is eighty-one, while 
that of the United States as a whole is sixty-three, 
and that of New York City and State is sixty-one. 

There is probably no greater sanitary contrast 
anywhere in the world than between the health 
conditions of this great San Francisco Bay area 
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and that of the unsewered hordes of your opposite 
neighbors across the Pacific. 


Sanitary civilization such as England initiated, 
and we have achieved for but a bare majority of 
our people, begins with the lifting of man and his 
home out of the elemental slime of his own body 
excreta. 


A vast and ancient people, learned, wise, cul- 
tured, deeply religious in their own way, as are 
the Chinese, have not been able to reconcile their 
urgent daily need of food with that cleanliness 
which seems to us a sine qua non of housekeeping 
and personal hygiene. There is a conflict of deeper 
concern than any between ambitious, proud, or 
jealous governments, but one which will surely 
and at no distant date succumb to the pacific pene- 
tration of the ideas of public health. When the 
Orientals have learned the lessons of sanitation 
and have availed themselves of the techniques and 
materials upon which population control depends, 
two great hindrances will have been removed 
which now justify our declining to welcome these 
people freely to share our social order and our 
government. 

IN CONCLUSION 


If the thought has not yet been expressed, and 
taken action through your State government, or 
by voluntary initiative, let me suggest to you that 
you follow the example of the Governor of New 
York State and create a planning board to con- 
sider social trends, as these are likely to affect your 
immediate and more remote future health. 


Biology in government, which is public health, 
requires the vision of the seer, the calculations of 
the statistician, the practical wisdom of the trained 
executive. 


Columbia University 
College of Physicians and Surgeons. 


CLINICAL NOTES AND CASE 
REPORTS 


FURUNCULOSIS OF EXTERNAL AUDITORY 
CANAL* 


By Swney H. Gwott, M. D. 
San Francisco 


T casual glance it may appear quite superfluous 

to discuss such a trite subject as furunculosis 

of the external auditory canal; but careful con- 

sideration will indicate that some crystallization 

of thought is necessary anent the multiple thera- 

peutic agents at hand for this common condition. 

The mere fact that so many different drugs are 

mentioned in the literature is in itself a confession 
of inadequacy. 


SYMPTOMS AND SIGNS 


When the patient presents himself, he com- 
plains of symptoms entirely out of proportion to 
the pathology found; the cardinal symptom being 


*Paper aims to present an evaluation of therapeutic 
procedures. 
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intense earache, often becoming so severe as to 
be unendurable. This pain is aggravated by any 
manipulation of the auricle, pressure over the 
tragus, or any movement of the mandible, such 
as mastication or yawning, which necessarily in- 
creases the pressure against the external fibro- 
cartilaginous canal. 


Inspection of the canal during the early stages 
may fail to disclose any objective finding what- 
soever; or, at best, a small reddened elevation 
may be discerned at times. As the pathology is 
essentially an inflammation of a hair follicle or 
sebaceous gland, within the cartilaginous canal, 
careful exploration with a fine probe will disclose 
a point of exquisite tenderness. At this stage there 
has been as yet no liquefaction of pus, and abor- 
tion of the condition, without the necessity of 
incision, is often successfully accomplished by 
appropriate therapy. 


MULTITUDINOUS THERAPEUTIC PROCEDURES 


And it is concerning this phase of therapy that 
authorities differ; each one, apparently, advocat- 
ing his own favorite procedure, which probably 
works well enough in his own hands. To give a 
slight idea of the variety of agents recommended, 
I will quote but from a few of the standard au- 
thorities and texts: 


Politzer 


Thirty years ago Politzer? suggested choice of 
the following: 

(a) Aq. opii 4.0, aq. dest. 12.0. 

(b) Five per cent cocain solution. 

(c) Burow’s solution (argill. acet. solut. Bu- 
rowii, aq. dest., aa 15.0, cocain muriat. 1.0). 

(d) The insertion of a long piece of solid fat 
(pig’s), covered with a morphin-boracic acid salve 
(acid. boric. 1.0, vaselin 20.0, acet. morph. 0.2). 

(e) Carbolic acid 0.5, glycerin 15.0. 

(f) Boric acid 1.0, alcohol 20.0. 

(g) Argill. acet. Burowii and aluminum acetico- 
tartaricum. 

(h) Sublimate alcohol (hydr. muriat. corros. 
0.05-0.1, spirit. vini rectif. 50.0). 

Beck 

Twenty years later, Beck ? offered as his favor- 
ite procedure: 

(a) A cotton tampon, dipped in pure alcohol, or 

(b) Hot Billroth solution (lead acetate 1.0, 


alum 10.0, water 100.0), as gauze packing within 
the canal. 


Kerrison 


Kerrison * goes to greater trouble in the prepa- 
ration of the canal prior to instituting his treat- 
ment. He cleanses the canal of all extraneous 
material by warm boric acid irrigations and then 
scrubs it out with cotton wound applicators dipped 
in 95 per cent alcohol. He then allows a pledget 
of cotton, saturated with carbolic acid 1:100, to 
remain within the canal for a minute or so. Fol- 
lowing this, he inserts a wick of gauze which had 
been dipped in carbolic acid 1:300, and then 
wrung dry, and allows it to remain twenty-four 
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hours, changing it daily. If this does not cause 
an improvement in the condition, he inserts a 
gauze wick moistened in the following solution: 
acid, carbolic, gr. 1.0, sodii bicarbonat, gr. 20.0, 
glycerin, dram 1.0, aquae, qs. ad. ounce 1.0. It is 
with satisfaction that I note his warning not to 
use too much of this solution, lest maceration of 
the skin occur. 


Phillips 

Phillips * gets best results by first cleansing the 
canal, and then inserting a large tampon of cotton 
dipped in either a 50 per cent boroglycerid solu- 
tion or, preferably, a solution of carbolic acid, 


12 per cent in glycerin, which is allowed to remain 
within the canal from twelve to twenty-four hours. 


Turner 


Turner ® feels that instillations of menthol in 
liquid paraffin (10 per cent) or of acetotartrate 
of aluminum (8 per cent) on a gauze wick, fre- 
quently give relief. He also uses carbolized gly- 
cerin, or 10 per cent ichthyol in glycerin. 


Hays 

Hays*® cleanses the canal thoroughly, then swabs 
it lightly with tincture of iodin. He now packs 
lightly with a strip of gauze saturated in 4 per 
cent aluminum acetate solution. 
Barnhill 


When Barnhill’ sees the boil in the very begin- 
ning, he can sometimes arrest it by sterilizing and 
cleansing the meatus with alcohol, and then paint- 


ing it with tincture of iodin to which 10 per cent 
phenol has been added. He believes that the pain 
is relieved by using 10 per cent phenol in glycerin 
as a tampon. 


Odeneal 


Odeneal ® blames the too faithful use of carbolic 
acid drops in the ear as causing a tendency to 
furunculosis, and he personally prefers a 5 to 10 
per cent solution of aluminum acetate on a gauze 
wick within the canal. 


Beck 


Joseph C. Beck, in his contribution to Jackson 
and Coates,® suggests the use of dilute acetate of 
aluminum solution as a dressing within the canal. 


Keeler 


Keeler *° first sterilizes the canal with cotton- 
tipped applicators dipped in boric acid solution, 
and then applies 70 to 95 per cent alcohol. He 
then inserts a gauze drain, impregnated with 
camphorphenol (camphor gum fifty-five parts, 


phenol forty-five parts). Ichthyol tampons are 
also applied. 


Ballenger 


Ballenger “ utilizes as his abortive treatment, 
before the formation of pus, a 5 per cent solution 
of carbolic acid in glycerin. To lessen the pain 
he applies a saturated solution of aluminum ace- 
tate which, he states, softens the epidermis. He 
also avails himself of the gentian and acriviolet 
dyes. 
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Gleason 


Gleason ** advocates the use of cotton tampons, 
with yellow oxid of mercury ointment (six grains 
to an ounce of vaselin). He syringes the canal 
with warm 1: 5000 bichlorid solution, or paints 
the canal walls with 12 per cent silver nitrate. 


COMMENT 


The above résumé gives some idea of the wealth 
of remedies offered for the abortive treatment of 
furunculosis of the ear. However, it would appear 
that the authorities are more or less agreed on 
carbolized glycerin or aluminum acetate, and these 
agents seem to be more commonly employed today 
by the average aurist. Kerrison* and Odeneal ® 
both raise valid objections to the long-continued 
use of carbolic acid as tending to macerate the 
skin and prolong the staphylococcus infection. I 
have found the excessive use of aluminum acetate 
to produce the same result, and have discontinued 
it for that reason. 

Borrowing an idea from the general surgeon, 
I have found alcohol and glycerin to answer every 
purpose in the abortive treatment of boils in the 
external ear. It does not macerate the skin, and 
appears quite effective in allaying pain and arrest- 
ing the progress of the infection. 

Given a patient with this condition, it is best 
to divide the treatment into systemic and local; 
giving the local first, because what the patient 
wants is relief, and that, immediately. Cleansing 
of the canal is performed very gently; using first 
a cotton-tipped applicator saturated in tincture of 
green soap, followed by one dipped in full strength 
tincture of iodin; and finally a tampon saturated 
in 65 per cent alcohol is allowed to remain in place 
for about five minutes. Care should be taken that 
none of these medicaments should trickle down 
the canal and touch the membrana tympani. These 
agents should sterilize the canal walls quite effec- 
tively, and that appears to have been the sole 
reason for the widespread use of phenol prepa- 
rations heretofore. 

A strip of gauze soaked in alcohol and glycerin 
(alcohol 65 per cent and glycerin 44 equal parts) 
is now gently and snugly inserted into the canal, 
and a like prescription is given for home use: five 
drops to be instilled onto the gauze wick every 
hour in order to keep it moist. Hot applications, 
either dry—as an infra-red lamp or hot-water 
bag—or moist, as hot boric acid compresses—are 
now indicated, and are efficacious in allaying pain. 
These should be applied to the entire side of the 
head every hour for ten to fifteen minutes at a 
time. So much for the local treatment. 

Now we enlarge our focus and look at the 
patient as a whole. Sedatives for sleep are indi- 
cated, and I have found none better than some 
barbiturate combined with amidopyrin, such as 
amytal grains one and one-half, amidopyrin grains 
three and one-half. Diet should be restricted to 
liquids, for mastication, as mentioned before, is 
quite painful. Fluids should be given in large 
quantities, not forgetting fruit juices. 

To stimulate phagocytosis and raise resistance 
against the staphylococcic invasion, excellent re- 
sults have been obtained from nonspecific protein 
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injections; choice being made between stock vac- 
cines, leukocytic extracts or the like. An internist 
can determine the state of the general health and 
institute corrective measures as to diet and habits. 
Urinalysis is important, and at times a blood 
chemistry may be indicated for the etiologic or- 
ganism in this condition is known to thrive best 
in a high blood sugar. 


SUMMARY 


1. Authoritative literature is reviewed as to 
therapeutic measures advised in the abortive treat- 
ment of furunculosis of the external auditory 
canal, 

2. A plea is made to abandon the prolonged use 
of phenol preparations or aluminum acetate, since 
it has been found to cause maceration of the canal 
epidermis and a continuance of the furunculosis. 

3. Alcohol and glycerin is advised in place of 
the above medicaments. 


4. Attention is drawn to treatment of the pa- 
tient as a whole, rather than concentrating all of 
the therapy to the ear alone. 

516 Sutter Street. 
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FRACTURES OF THE FOREARM OR LEG 


A TRACTION MACHINE FOR FACILITATING EITHER 
CLOSED OR OPERATIVE REDUCTION 


By E. W. Creary, M. D. 


San Francisco 


FPRACTURES of both radius and ulna, or of the 

tibia and fibula, often present problems which, 
for their satisfactory solution, require stronger 
and more prolonged traction than the surgeon and 
his assistants can apply without mechanical help. 
To the surgeon who has wrestled with difficult 
operative reductions with cumbersome or incompe- 
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tent traction devices, the advantage of a complete, 
easily sterilized machine, which puts the fracture 
under his complete control and leaves his field of 
operation unobstructed, is sufficiently obvious. 

Universal traction tables of the Albee or Haw- 
ley type, because of their size, complexity and 
cost, have definite limitations and are often not 
available. The surgeon who treats fractures needs 
often a light, simple, easily assembled, inexpensive 
traction device that is widely adaptable. The ideal 
device should not be in the way of operation or 
fluoroscopy, should be completely sterilizable and 
easily disassembled into a small bulk convenient 
for carrying. 

It is believed that the traction-bar assembly here 
presented meets reasonably well the above out- 
lined, rather exacting requirements. A single bar 
is the simplest base upon which a system of inte- 
gral traction can be set up. The earlier models 
of this device, which the writer made for his own 
use, were made of a single light bar of steel bent 
at either end so that the middle section was about 
26 to 30 inches long. The shorter end sections, 
which extended parallel on the same side of the 
center section, were approximately 8 and 14 inches 
long. It was soon found that making the bar 
of sections of tubing gave maximum rigidity 
with minimum weight, and that tubing rectangular 
in cross section had advantages over cylindrical 
tubing. 

DESCRIPTION OF THE APPARATUS 


The model here presented, Plate 1, A, is made 
of light steel tubing approximately five-eighths 
inch square outside, coupled together with sec- 
tions of solid steel bar of a size to telescope snugly 
into the tubing. The longitudinal piece is cut into 
two unequal pieces. For convenience in making 
adjustments as to length, an extra section 30 inches 
long (not illustrated) is provided so that a variety 
of lengths of traction base from 26 inches up to 
56 inches may be set up. The side bars are 8 and 
14 inches long. The traction screw T is one-fourth 
inch in diameter, and carries 6 inches of thread 
with a handle nut for adjustment and a wing nut 
for locking in any desired position of rotation. 
The aluminum shield plate, S, has two bar chan- 
nels; the crosswise channel, R, being for adjust- 
ment of the shield plate to the anterior surface 
of the thigh, as in C, Plate 1, and D, Plate 2. 


METHOD OF USE 


Simple traction on a forearm fracture, B, 
Plate 1, is arranged by sealing the fingers of the 
injured arm, firmly closed over a padded loop of 
bandage or cord with adhesive which does not 
come above the wrist. The bandage loop is en- 
gaged in the hook of the traction screw and the 
shield plate firmly bound on the arm just above 
the flexed elbow. A thick felt pad beneath the 
bandage over the flexor surface protects the arm 
from injury during heavy traction. When reduc- 
tion has been secured, plaster is put on from elbow 
to wrist, and allowed to harden. The traction bar 
is then removed, adhesive removed from the hand, 
and the cast extended above the elbow and down 
to the fingers. 
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Fig. 1.—Traction bar assembly ; 


S, shield plate, reversible by use of bar channel R, 


CLINICAL NOTES—CASE REPORTS 


Fig. 2 


for leg fractures; 


T, traction screw, lock nut L, when tightened, holds desired rotation; B, applied for closed reduction of forearm 
fracture—short adhesive holds hand closed; C, closed reduction leg fracture; E, ankle strap removable from under 


cast; H, knee strap. 


Fig. 2.—A, self-tensing stirrups; A’ hinge on bolt P and tense wire by tightening screw M; BB’ retaining 
clamp, put on either end of wire; outside cast made snug to cast by bits of wet plaster bandage; stirrups off when 
cast hardens; C, transfixion wire traction on forearm; D, on the leg; bar not in the way of fluoroscopy ; traction may 
be applied during operation. Entire assembly easily sterilized for operating. 


Simple traction is applied to leg fractures, C, 
Plate 1, by use of the ankle strap, E, which is 
so made as to be removable after cast is applied 
well down over the malleoli. Counter traction is 
through the knee strap, H, Plate 1. This strong 
webbing strap goes twice around the leg below 
the patella, and laces through a leather pad an- 
teriorly at each turn. The ends of the webbing 
are then made fast around the proximal arm of 
the bar where it emerges from the shield plate 
on the anterior surface of the thigh. The traction 
screw engages the hook on the ankle strap, FE, and 
traction is applied. After reduction, plaster is put 
on from below the malleoli, and stops just short 
enough at the knee to permit the removal of strap, 
H, after plaster has set. The traction assembly is 
then removed and the cast extended over the foot, 
and above the knee if expedient. 

If the bar is used as an emergency transporta- 
tion splint on arm or leg, there must be ample 
padding beneath the shield plate and beneath all 
traction straps. Only very moderate traction 
should be applied. 

This traction bar is particularly convenient for 
utilizing skeletal traction through tense transfixion 
wires, as illustrated in C and D, Plate 2. The self- 
tensing stirrups, 4, A’, Plate 2, are simple de- 
vices for hooking up the wire and holding it tense. 
Each stirrup is made of two pieces of steel bar, 
one-fourth by five-eights inches, hinged together 
by the tap screw, P, and spread, after the wire is 
clamped in the wirelock bolts, by tightening the 
tap screw, M. This screw is threaded through the 
end of one arm of the stirrup and screws up 
against the other arm so as to increase the dis- 
tance between the tips of the stirrup. 

Both stirrups are provided with holes in either 
arm about one inch above the wire. Through these 
holes are passed the ends of bridles made of three- 
sixteenths inch wire. The ends of these bridles 
(see C and D, Plate 2) have each a long threaded 
section provided with wing nuts. This makes 
possible a wide range of lateral adjustment of 
either end of either bridle, giving ample oppor- 
tunity for correcting alignment of fractured bones. 

When traction is applied to the bridles, the 
stirrups are perpendicular to the long axis of the 


limb and the bridles approximately parallel to this 
axis. The bridle of the distal stirrup engages the 
hook of the traction screw. The bridle of the 
proximal stirrup attaches to the proximal side arm 
of the traction bar by means of a ferrule and 
clamp. When the distal wire is put through the 
os calcis, a much shorter bridle (not illustrated) is 
used on the distal stirrup, or the stirrup itself 
is hooked up directly to the traction screw. Pro- 
longed traction may be maintained with this appa- 
ratus, but in most cases plaster is applied as soon 
as reduction is secured. 

Wire-retaining clamps (B, Fig. 2) are fastened 
close to the plaster on either side to either wire, 
and their bearing surfaces made snug to the cast 
by using bits snipped from a plaster bandage. 
As soon as the cast has hardened so as to with- 
stand the considerable strain of the tensed wires 
upon the retaining clamps, the stirrups may be 
loosened and removed, and the ends of the wires 
cut close to the clamps. 

The writer uses unplated, oil-tempered spring 
steel wire of .0625 diameter. This wire is cut the 
desired length with a wire cutter, and a three- 
faceted trocar point made with a fine file. One 
may purchase as part of the equipment an adapta- 
tion of a simple mechanic’s drill, which is ad- 
mirable for transfixing with wire. No elaborate 
drill with wire guides is necessary. Due to sim- 
plicity of design and to the use of standardized 
materials, this entire assembly may be had at a 
fraction of the cost of the more pretentious 
machines. 

490 Post Street. 


TUBERCULOSIS SERVICE OF ALAMEDA 
COUNTY* 


By Cuestey Busn, M.D. 


Livermore 


HE tuberculosis service of Alameda County 
covers the diagnosis, treatment, and follow-up 
of indigent tuberculosis patients. It is not possi- 
ble to speak of the county tuberculosis service 
without mentioning the tuberculosis service-of the 


* From the Arroyo Sanatorium. 
A report to Alameda County Institutions Commission. 
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Alameda County Tuberculosis Association, which 
cares for the part-pay tuberculosis patients in 
conjunction with the Alameda County Medical 
Association and the tuberculosis service of the 
various health departments, including the Alameda 
County Health Department. All of this work, to 
be effective, must be codrdinated and integrated. 
The county assumes the responsibility of this co- 
ordination, and it is done through the present 
medical superintendent of Arroyo Sanatorium, 
who has been placed in charge of county tubercu- 
losis work, and the Social Service Department of 
Alameda County. One full-time social service 
coordinator is assigned to tuberculosis work, and 
in order to initiate and carry on this work the 
salary of this worker has been provided to date 
by the Alameda County Tuberculosis Association. 

Deaths last year from tuberculosis were 308 in 
Alameda County. The number of clinic visits was 
7,000 (or almost twice the standard), and the 
number of beds 334 (excluding Del Valle) or 
one bed per death. Despite the smaller number 
of beds per death, there has been no waiting list of 
any moment during the past year. The reason for 
this will be apparent as we proceed. 


CLINICS 


The clinics are three: at Thirty-first and Grove 
streets, at Hayward, and at Arroyo. The county’s 
tuberculosis institutions are Fairmont (tubercu- 
losis division), Arroyo, and Del Valle. We shall 
discuss them in the order named. 


Thirty-first and Grove Streets Clinic: 


This has become a consolidated clinic, as far as 
tuberculosis is concerned, including Berkeley and 
Alameda patients. The reason for this has been 
an available x-ray screen in the clinic quarters for 
the special use of lung examination. This screen 
not only has provided better examinations, but has 
saved the use of a tremendous number of cellu- 
loid films. The equipment was originally provided 
by the Alameda County Tuberculosis Association. 
The smaller number of patients in Alameda and 
Berkeley did not warrant the expenditure of 
money necessary to provide x-ray screen facilities 
there. 

The clinic load approximated 650 visits per 
month, one hundred of these being pneumothorax 
treatments on patients who might otherwise be 
institutional cases. In 1932 the clinic load was 
about 250 visits per month, considering Oakland 
alone. This increase in load is due to four things: 

1. A more intense campaign carried on by the 
Alameda County Tuberculosis Association and 
health departments for examination of contacts 
of known cases of tuberculosis as the best method 
of detecting early tuberculosis. 

2. A more rapid turnover of institutions, and 
the treatment of more patients in their homes for 
a greater length of time. 

3. A closer codrdination between social service 
and relief agencies, by which Social Service is able 
to provide financially for the care of the patients 
in their homes not previously obtainable. 


4. The inclusion of Alameda and Berkeley 
patients. 
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Hayward Clinic: 
The Hayward clinic is operated every Friday 


morning. X-ray facilities are furnished by the 
Fairmont Hospital. 


Arroyo Clinic: 


The Arroyo clinic is operated every Monday 
afternoon in connection with the Pleasanton and 
Livermore health centers. Patients come to the 
sanatorium, and the sanatorium fluoroscopic screen 
is used. Recently a drive has been conducted by 
these two health centers in connection with the 
Alameda County Health Department, and the 
Arroyo clinic of late has examined every known 
indigent contact in relation to every known indi- 
gent case of tuberculosis in the district. The clinic 
load varies from two to twelve in an afternoon. 


Tuberculosis Ward of Fairmont Hospital: 


Tuberculosis patients at the Fairmont Hospital 


are cared for in the new south building, containing 
140 beds. 


Tuberculosis surgery is done at Fairmont, and 
the tuberculosis wards there have lost their old 
designation as a home for chronic tuberculosis, 
and now constitute a surgical hospital for tubercu- 
losis, in addition to an admission ward for Arroyo. 
Patients are interchanged freely between Arroyo 
and Fairmont, and between the clinics and Fair- 
mont, and thus the turnover for the south build- 
ing is more than its entire population during the 
year. Last year averaged three patients per bed 
per year; that is, with 140 beds there were 315 
discharges and 100 deaths. Not including deaths, 
the turnover averaged more than two patients per 
bed. There are from two to four lung operations 
every week. Many of these operations are for the 
rehabilitation of old tuberculosis cases, or at least 
an attempt to render them sputum-free if possible, 
so that they can be retained in the community 
without danger to their immediate neighbors. 

The cost of patient care at Fairmont is $1.15 
per day. As a matter of fact, the expense of the 
tuberculous patient is slightly higher than that of 
the average Fairmont resident, but the cost is well 
below the average of similar institutions. The 
State of California returns to Alameda County 
approximately $20,000 per year as a subsidy for 
tuberculosis patients in Fairmont. 


Arroyo Sanatorium: 


‘The population at Arroyo has been held con- 
stantly at approximately 180, with 145 of these 
adults. The turnover for last year was 241 pa- 
tients, forty-seven of these being transfers to 
Fairmont for surgery or more surgery. This 
averages one and one-third patients per bed per 
year. More than half the patients at Arroyo are 
receiving pneumothorax compression with air, 
either on one lung or on both lungs simultane- 
ously. This shortens the period of bed rest, and 
allows a certain percentage of these patients to be 
sent to their homes for continuation of treatment 
in the clinics. More patients are being given com- 
plete bed rest while institutional cases, and then 
sent home on becoming ambulant. No patient is 
suffering from lack of sufficiently prolonged care. 
No patient is discharged without proper Social 
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Service inspection of outside living conditions, 
and provision of extra care if necessary. 

The beds in the children’s department, retained 
for open cases of children’s tuberculosis and bone 
and joint disease, have been completely filled only 
once during the year. This is the result, of course, 
of the decrease of tuberculosis infection through- 
out the country and also the decrease of the death 
rate. The death rate last year was 61 to 100,000. 
It is interesting to note that out of a county popu- 
lation of 400,000, not forty indigent cases of open 
children’s tuberculosis needing institutional care 
could be found. 


The cost of care at Arroyo is approximately 
$1.75 to $1.90 per day; and the State subsidy re- 
turned for Arroyo patients is $26,000 per year. 


Del Valle Preventorium: 


This institution has beds for eighty-five chil- 
dren. Its population has been fluctuant through- 
out last year, varying from fifty-five to eighty-five. 
As originally planned, this institution was for 
tuberculous children, or children who were con- 
tacts to known tuberculosis and remarkably under 
par. The demand for care of this sort of child 
has become less and less for a number of reasons: 
_ 1. The marked decrease in tuberculous infec- 
tion, 

2. The marked increase of care of under-par 
children of this type in schools, as a result of 
Del Valle demonstration. 


3. The better diagnosis and segregation of chil- 
dren with open tuberculosis from closed cases; 
and the better diagnosis of tuberculosis in children 
in general, resulting in many being no longer con- 
sidered tuberculous. 


4. The better feeding of the indigent population 
by governmental agencies. 

It has been considered best to reduce the num- 
ber of preventorium beds in Del Valle, and to use 
existing facilities for the care of children conva- 
lescing from other illnesses, as an aid to Alameda 
County Hospital and other agencies now trying 
to meet the problem. These children can thus be 
cared for at a cheaper maintenance rate, and with 
more ideal conditions. In order to undertake this 
new work, one dormitory building has been re- 
modeled, with the assistance of SERA labor, to 
meet hospital conditions. 

The cost of care at Del Valle has been $1.10 to 
$1.20 per day per child; and it is expected that 
convalescent children can be handled for slightly 
more. 


Preventorium children receive a State subsidy 
similar to that for tuberculosis patients, and the 
income from this soutce has been $7,200 per year, 
or one-third of the cost. This subsidy will not 
apply to convalescent care. 


Alameda Medical Association—Part-Pay 
Patients: 

When the Social Service Department of Ala- 
meda County certifies that a patient (not indigent) 
is able to pay in part for his medical examination, 
the case is turned over to the office of the Ala- 
meda County Tuberculosis Association. A social 
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worker is attached to that office, and it becomes 
the duty of that worker to contact the private phy- 
sician handling the case in order to (1) arrange 
for an examination and see that it is done; (2) as- 
sist the physician in the use of the best modern 


methods of diagnosis; (3) see that contacts are 
examined. 


Each case results in several visits to family and 
physician, but is compensated for by the educa- 
tion in tuberculosis work given to medical men 
not hitherto interested in tuberculosis, as well as 
listing and providing social work for an impor- 
tant part of the population. Over one quarter of 
the Alameda County physicians have been con- 
tacted in this way. 


Health Departments: 


These comprise Alameda, Oakland, Berkeley, 
Emeryville, Piedmont, Hayward, Pleasanton, 
Livermore, and Alameda County, with their allied 
or non-allied school departments. County tuber- 
culosis service must contact all these in codrdina- 
tion of follow-up work and examination of con- 
tacts, because treatment is so allied to prevention 
in tuberculosis work that no distinct separation 
can be made. Better organization of preventive 
health work administratively in Alameda County 
would solve many problems. 


SUMMARY 


County administration of clinics, as well as insti- 
tutions, has made possible a greater use of exist- 
ing facilities, both clinics and institutions. The 
further increase of compression therapy and surgi- 
cal treatment of tuberculosis has also increased 
the turnover of patients. Every county bed for 
tuberculosis, not including Del Valle where the 
turnover is naturally greater, was used approxi- 
mately one and six-tenths times during the year, 
and twice, if deaths are included as a discharge. 
For a tuberculosis service this is a very rapid 
turnover, and illustrates the fact that institutions 
are no longer boarding homes for the tuberculous. 


Clinic visits approximated more than the stand- 
ard generally accepted, namely, fifteen per death. 
This is true because of much pneumothorax com- 
pression treatment carried on in the clinics as well 
as a steady routine of examinations of patients 
discharged from institutions and examinations of 
contacts to known cases of tuberculosis. 

Arroyo Sanatorium. 


Advise Doctor’s Examination for Breast Lumps.— 
A lump in the breast cannot be cured by massaging 
or by neglecting it in the hope that it will go away, 
declares Dr. Norman J. Kilbourne. Massage, instead 
of curing, breaks the wall that nature has tried to 
build around the tumor to prevent its spread. Mas- 
saging squeezes the tumor cells into the circulatory 
system. 

Because lumps in the breast are seldom painful, 
women who have them neglect to see a doctor. How- 
ever, cancer of the breast usually starts without any 
pain at all; and then when the pain does come, it is 
often too late for cure. Patients with a lump just 
starting in the breast have ninety-three chances out 
of one hundred of being well five years later. 
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An Open Forum for brief discussions of the workaday problems of the bedside doctor. Suggestions of subjects 
for discussions invited. 


TRAUMATIC RUPTURE OF THE BLADDER 
ETIOLOGY AND DIAGNOSIS 


CHARLES PIERRE MaTtHE, M. D. (450 Sutter 
Street, San Francisco).—Etiology. The detection 
of traumatic rupture of the bladder can usually 
be made by the employment of the modern and 
special urological methods of investigation now 
at our command. But there are times when its 
diagnosis is difficult. 

Rupture of the bladder should be suspected in 
an individual presenting the history of recent 
trauma produced by an automobile accident, a 
straddle fall, gunshot wounds, or by surgical in- 
tervention on structures contained within the 
pelvis, in which the patient suddenly develops 
shock, hematuria, vomiting, pain, tenderness and 
tumefaction of the lower abdomen, tympanites, 
difficult and painful urination with or without 
retention of urine. 

The signs and symptoms facilitating its diag- 
nosis may be divided into (1) general and (2) 
urological. 

Signs and Symptoms.—General: Following 
large tears of the bladder, the patient is usually 
acutely ill, presenting pain, vomiting and the signs 
of shock and sometimes peritonitis. The lips are 


cyanotic, the face is pale, the pulse is rapid and 
blood pressure lowered. In patients in which the 
tear has extended through the peritoneum, the 


signs of peritonitis are also present. In these, 
urine collects in the abdominal cavity slowly, and 
shifting dulness occurs rather late. Tympanites 
soon develops, and is a sign of peritonitis result- 
ing from intraperitoneal tears and extravasation 
of urine into the abdominal cavity. But in pa- 
tients presenting smaller tears, the general symp- 
toms are less marked or entirely absent. 

Urological: Hematuria is a constant symptom. 
It might also be due to rupture of the kidney, 
and this should be borne in mind in making a 
differential diagnosis. It consists of the passage 
of bloody urine, or free bleeding from the urethra. 
The patient complains of strangury. He often 
has an intense desire to urinate, with the result 
of passing a little bloody urine or pure blood. 
The passage of pure blood is more often observed 
in cases in which there is a concomitant tear of 
the urethra. In cases of smaller ruptures, dysuria 
accompanies the passage of bloody urine. Reten- 
tion of urine may be partial or complete. It is 
usually complete in cases in which the urethra 
has been entirely separated, and in those present- 
ing large perforations of the bladder. Partial 
retention may accompany smaller tears and it may 
be due to spasm of the vesical sphincter. Pain 
and tenderness in the region of the bladder is a 
constant symptom of intraperitoneal rupture. 
Tumefaction varies as to the location and extent 
of the tear. It is due to extravasation of urine 
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which follows the fascial planes. In extraperi- 
toneal perforation, tumefaction might occur in 
the space of Retzius and might extend to the 
perineum or thighs. In intraperitoneal rupture 
tympanites occurs early, and is a differential point 
in distinguishing it from extraperitoneal tear. In 
intraperitoneal rupture distention soon occurs and 
rapidly involves the entire abdomen. The presence 
of urine in the abdomen causes infection which 
quickly results in peritonitis, with its characteristic 
signs and symptoms. 

Diagnosis: Traumatic rupture of the bladder 
should be suspected in a patient presenting pain 
and tumefaction in the region of the bladder, 
hematuria, difficult painful urination, etc., follow- 
ing trauma caused by automobile accidents, falls, 
gunshot wounds, etc. The diagnostic sign, con- 
sisting of the injection of fluid into the bladder 
by means of a catheter for the purpose of detect- 
ing if it all returns, is usually of definite value. 
And yet it might lead one to an erroneous conclu- 
sion; for in some cases of rather extensive tear 
of the bladder it is not uncommon to recover the 
entire amount of fluid that has been previously 
injected. This occurs in cases in which the fluid 
passes through the tear into the cul-de-sac, peri- 
toneal cavity, or scrotum (the latter in cases of 
urethral tear), and in those in which a piece of 
intestine or omentum has occluded the aperture. 
Rectal examination enables one to palpate collec- 
tion of fluid in the cul-de-sac. 


A plain roentgenogram gives one the oppor- 
tunity to visualize the extent of fracture of the 
bony pelvis, and the presence of small spicules of 
bone that may have perforated and found their 
way into the bladder. A cystogram, preferably 
performed by the injection of non-irritating iodid 
compounds, commonly used in performing intra- 
venous urography such as uroselectan, neo-iopex, 
skiodan, etc., is of some assistance. In smaller 
tears, little or no change in the contour of the 
bladder is seen. In larger tears, the location and 
extent of the extravasation can sometimes be 
determined. One should not be confused with 
pressure defects in the bladder caused by calculi, 
tumor formation or an obstructing prostate. An 
objection has been raised against the use of these 
opaque fluids for the reason that they may set up 
irritation and lead to infection. Intravenous urog- 
raphy, although of aid in many cases, is valueless 
in those presenting shock, as the iodid preparation 
is not excreted by the kidneys in these patients. 
Some men employ air as a contrast medium. 
From 50 to 500 cubic centimeters of air is injected 
into the bladder through a catheter by means of 
a syringe. In intraperitoneal rupture, the air en- 
ters the abdominal cavity and presses the bowels 
and liver away from the abdominal wall. This is 
observed through the fluoroscope, and on assum- 
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ing the vertical position air can be seen to collect 
under the diaphragm. In extraperitoneal rupture, 
the air escapes into the loose perivesical areolar 
tissues and is detected where it has spread along 
fascial planes. Although the injection of air might 
be of aid in early detection of bladder rupture, 
we advise against its use as a diagnostic procedure, 
because of the danger of air embolus which might 
be followed by grave symptoms and even death. 

In certain patients in whom rupture of the 
bladder has been suspected, and where there is 
little accompanying shock, and in whom the 
urethra has not been injured, cystoscopy might 
be performed. Extensive hematuria, however, 
will often prevent cystoscopic visualization of the 
bladder wall. Furthermore, small tears may be 
overlooked as the tear usually does not extend 
straight through the bladder wall, like an incision 
made by the scalpel, but extends in and on differ- 
ent planes between the muscle layers. With some 
borderline cases, one is obliged to resort to an 
exploratory operation in order to establish the 
diagnosis, and to give the patient the benefit of 
early surgical relief. Indigo carmin injected intra- 
venously, prior to the intervention, will facilitate 
location of the tear. 

Acute alcoholism confuses the clinical picture 
and renders the diagnosis more difficult, as it 
might simulate all the general symptoms caused 
by rupture of the bladder. In these cases difficulty 
of urination, hematuria, tumefaction, etc., should 
point the way to a correct diagnosis. 

In conclusion, I might state that, although 
traumatic rupture of the bladder can usually be 
detected by the general practitioner as well as by 
the urologist, more care must be exercised in 
making a differential diagnosis. Of great assist- 
ance is the history of preéxisting trauma, and a 
careful consideration of the general and urological 
symptoms noted above. The objective findings of 
hematuria, tenderness and tumefaction in the 
region of the bladder, difficult and painful urina- 
tion with partial or complete urinary retention, 
point toward extraperitoneal rupture. In these 
cystoscopy and a roentgenographic examination, 
including cystography and intravenous urography, 
are of great aid. The presence of shock, accom- 
panied by the passage of a scant amount of bloody 
urine or pure blood, abdominal distention, tym- 
panites, should lead to the diagnosis of intraperi- 
toneal rupture. In these it is dangerous to employ 
the highly specialized urological methods of in- 
vestigation such as cystoscopy, urography, etc., 
and one must depend upon clinical signs and 
symptoms in order to establish a diagnosis. 

* * * 


DIAGNOSIS AND PROGNOSIS 


Criark M. Jounson, M. D. (384 Post Street, 
San Francisco).—Rupture of the bladder is still 
a serious lesion with a high mortality. The mor- 
tality, as has been stated for years, depends pri- 
marily upon the length of time elapsing between 
the accident and its recognition. The early diag- 
nosis of rupture of the bladder depends upon two 
definite factors: first, the lesion must be suspected ; 
second, this suspicion must be confirmed or ruled 
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out. With our present-day facilities, the diagnosis 
usually can be made readily within a few hours. 
Since this is true, the clinical findings obtained 
from the history and physical examination which 
point toward rupture of the bladder must be well 
known, and constantly borne in mind when ex- 
amining the injured patient. 

Clinical Findings——There are two types of 
bladders which may be ruptured—the normal and 
the pathological. The history of previous urinary 
disturbances, from which one might suspect tumor 
or ulcers of the bladder, plus the further informa- 
tion that the trauma suffered was slight, should 
put one on guard. The urologist who has been 
treating patients for tumor or ulcer of the bladder 
usually sees these cases, and the diagnosis should 
be made immediately. These ruptures may be 
either intraperitoneal or extraperitoneal, depend- 
ing, of course, upon the location of the lesion. 

Rupture of the normal bladder may not be 
suspected so readily, if there are other severe 
injuries present. However, the history (if obtain- 
able) as to when the patient last urinated, and 
whether or not there has been blood in the urine 
since the accident, is of great importance. 


The history may be inadequate or fail to sug- 
gest rupture of the bladder. The next step in 
examination of injured patients—the physical 
examination—may lead one to suspect rupture of 
the bladder either in the presence or absence of 
other injuries. The findings may vary with intra- 
peritoneal or extraperitoneal rupture, and are 
therefore given separately. 

Intraperitoneal Rupture.—Il{ the patient is seen 
within a few hours, shock and suprapubic and 
abdominal pain are the most constant clinical 
symptoms. The degree of shock depends upon the 
presence or absence of other lesions, the age and 
general condition of the patient, and whether or 
not he has taken drugs or alcohol to excess. Ab- 
dominal and suprapubic pain in the conscious 
patient is almost a constant symptom, with guard- 
ing of all abdominal muscles and general abdomi- 
nal tenderness, greatest just above the pubes. The 
demonstration of free fluid in the peritoneal 
cavity, together with other presumptive symptoms 
and signs of rupture of the bladder, is significant. 
If, in addition to this, there is a constant desire 
to void, with tenesmus and the passage of no urine 
or only a small amount of blood-tinged urine, the 
picture is nearly complete. As time progresses, 
the abdominal and suprapubic pain may become 
less, but the rigidity becomes more marked and 
distention begins ; the pulse becomes rapid and of 
poorer quality (more marked if there is profuse 
bleeding), and profuse, clammy perspiration is 
evident. The patient has the anxious look seen in 
patients with peritonitis from other causes. In 
later stages (after twenty-four hours), the shock 
is still greater, and all of the above signs and 
symptoms are increased. There may be ileus with 
vomiting, suggesting intestinal obstruction, or signs 
of uremia from peritoneal absorption of urine. 
Increasing fever and leukocytosis are present from 
the onset. In severely injured patients, who are 
in shock because of other lethal injuries, there 
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may be no evidence to suggest rupture of the 
bladder, the resultant low blood pressure from 
shock producing an oliguria with little or no ex- 
travasation of urine. The clinical signs and symp- 
toms may become evident, as the patient recovers 
from the shock, and should be watched for. 

Extraperitoneal Rupture —The initial shock, in 
cases of extraperitoneal rupture, is usually less 
than in those of intraperitoneal rupture, unless 
the complicating injuries are great. Pain is a con- 
stant symptom and is referred to the pubic region, 
either in the midline or more to one side or the 
other, depending upon the location of the tear. 
There is always tenderness in this region. The 
patient is more apt to void and may have few 
urinary symptoms, although the urine is usually 
bloody at first. Later (after twenty-four hours), 
the signs and symptoms of infection are more 
evident, even more so than with intraperitoneal 
rupture, as the peritoneum can handle urine or 
infection better than the retroperitoneal tissues. 
Tenderness increases, and bulging or induration 
may be made out over the extravasation. The 
temperature and leukocytosis rapidly mount, but 
the patient is less shocked than with intraperitoneal 
rupture. The picture is that of toxemia and de- 
velops slowly or rapidly, depending upon the size 
and location of the tear. 

The foregoing is not new and is important only 
in that it leads to suspicion of rupture of the 
bladder. I repeat, then, that the most important 
point in diagnosis of traumatic rupture of the 
bladder is that it must be suspected from the 
clinical evidence in the individual case. Once 
there is any suspicion of rupture of the bladder, 
this suspicion must be confirmed or ruled out 
immediately. The mortality mounts from 5 to 10 
per cent, when the condition is diagnosed and 
treated early, to 40 per cent after twenty-four 
hours’ delay. Bloody urine, obtained upon cathe- 
terization of severely injured patients who are 
unable to void, may be the only early lead to the 
diagnosis. Inability to pass a catheter on a patient 
who has not voided, or who has bled or passed 
bloody urine, usually means rupture of the poste- 
rior urethra, and this frequently is a complication 
of fracture of the bony pelvis. Rupture of the 
kidney also may produce bloody urine, but the 
clinical findings of this condition—pain in the 
flank, with increasing swelling in this region and 
evidence of trauma over the kidney (ecchymosis) 
—may be sufficient to differentiate between the 
two lesions. However, if there is still a reason- 
able doubt, the following steps for positive recog- 
nition of rupture of the bladder will settle the 
issue. 

The Physical Proof of Rupture of the Bladder. 

1. One of the earliest and poorest tests, still 
given clinical significance by some, is the intro- 
duction into the bladder of a measured amount of 
fluid and measuring the amount returned. If there 
is a great discrepancy between the amount in- 
jected and the amount returned, it has some clini- 
cal value. However, a contused and bleeding 
bladder may contain clots, and these clots may 
plug the catheter and interfere with the return of 
fluid, and the bladder may still be intact. Like- 
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wise, bleeding into the bladder from a ruptured 
kidney may interfere with the test. On the other 
hand, with small ruptures the entire amount of 
fluid may be returned. In other words, if this is 
the only test made, and the clinical picture is not 
taken into consideration, the diagnosis may be 
missed or delayed, which is fatal. 

2. Cystoscopic examination may be resorted to. 
The bleeding may be so profuse as to make an 
adequate examination impossible and the site of 
rupture may be missed. The bleeding may have 
stopped and the cystoscopic examination reveal 
nothing except a blood clot which cannot be dis- 
lodged (as in a personal case, in which operation 
revealed a large intraperitoneal tear with a clot 
plugging the opening). A piece of bowel or 
omentum may do the same. On the other hand, if 
the tear can be seen, the diagnosis is definite and 
surgery can be instituted at once. 

3. The injection of some opaque medium 
(sodium iodid, neo-iopax, skiodan, etc.), through 
a catheter, followed by an x-ray picture, may make 
the diagnosis. It is desirable usually, especially 
in cases of extraperitoneal rupture, to empty the 
bladder after the injection, and take a second film 
which may reveal extravasation not seen in the 
first picture. 

4. Roentgenograms, taken after the bladder has 
been filled with air through a catheter, may show 
the air in the abdominal cavity extending up to 
the diaphragm in intraperitoneal ruptures, or the 
air may be seen to escape into the tissues around 
the bladder in extraperitoneal ruptures. There 
may be some difficulty, however, in differentiating 
the air from gas in the bowel. Mathé judiciously 
has cautioned against forcible injection of air into 
the bladder, because of the possibility of produc- 
ing an air-embolus. However, this complication 
is less likely with a ruptured bladder, where the 
air can escape without undue pressure, than it is 
in an intact bladder. 

5. Occasionally, the x-ray machine is not avail- 
able at the moment, or it is not wise to move the 
patient. In two recent cases, air was injected 
slowly with no great pressure into the bladder 
and, by listening to the abdomen with a stetho- 
scope after the injection had stopped, it was heard 
to escape into the peritoneum. The hissing or 
bubbling sound is unmistakable through the stetho- 
scope even to a urologist. Both of my cases were 
intraperitoneal ruptures. I do not believe this test 
would be of value in extraperitoneal ruptures. 

6. Occasionally, intravenous urography may be 
resorted to. This procedure is of value only when 
the patient is in fairly good condition and excret- 
ing urine. One must wait until the media is ex- 
creted by the kidneys, and frequently until the 
patient has voided or has been catheterized before 
the extravasation will be evident. It is apparent 
that this method is time-consuming, and requires 
numerous x-ray pictures. Its chief value would 
seem to be in those rare cases in which it is diffi- 
cult to distinguish between a rupture of the kidney 
and a rupture of the bladder, or where both may 
be present. 

Prognosis.—The prognosis depends entirely 
upon the presence and degree of other injuries, 
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and the length of time between the rupture and 
proper surgical intervention. Considering rupture 
of the bladder by itself, the older figures of a 
mortality of 60 per cent or more are unthinkable 
at present. It is true that patients with extraperi- 
toneal extravasation of urine have a better chance 
when operation is delayed than do those with 
intraperitoneal rupture. Patients whose bladders 
are infected at the time of rupture, whether the 
rupture is intraperitoneal or extraperitoneal, have 
a graver prognosis than the patients with normal 
bladders and sterile urine. However, after twenty- 
four hours the mortality jumps from about 10 
per cent to 40 or even 50 per cent. 


In conclusion, the mortality can be lowered 
only by early recognition of the condition. Such 
early recognition depends primarily upon the 
ability of the physician (because of his familiarity 
with the history and the cardinal signs and symp- 
toms of rupture), to recognize the possibility that 
rupture may have occurred. Which of the me- 
chanical tests is used is often of less importance 
than clinical judgment and the ability to evaluate 
them. There is nothing more important than 
clinical judgment, borne of experience, and the 
instrumental, mechanical tests, when negative, may 
be disregarded by the experienced emergency sur- 
geon in the best interests of the patient. Finally, 
in spite of what has been written about the dan- 
gers of spreading infection by the passage of 
catheters and cystoscopes, and the injection of 
various fluids and air, an early diagnosis with 
immediate surgery gives a lower mortality than 
does “aseptic delay.” 

* * * 


SYMPTOMS AND TREATMENT 


J. C. Nectey, M. D. (527 West Seventh Street, 
Los Angeles).—Symptoms. Since this condition 
is generally accompanied by other results of 
trauma, such as fracture of the bony pelvis, frac- 
ture of the femur, abdominal injury, etc., no 
simple and applicable symptoms pointing directly 
to bladder rupture are present. Many of the 
symptoms may be masked by shock or uncon- 
sciousness. 

1. Occasionally, patients will say they felt some- 
thing give way in the lower abdomen. 

2. Pain over bladder is always present. 

3. There is always a desire to void, amounting 
to tenesmus at times; but as a rule very little or 
no urine at all is passed. 

4. If rupture is intraperitoneal, it is always 
accompanied by vomiting, pain in abdomen and 
shock. 

5. Extraperitoneal ruptures show no peritoneal 
irritation. There may be pain in the perineum, 
penis or legs. 

All of the above are from more or less severe 
external violence such as blows, auto accidents, 
falls, etc. 

If rupture occurs during instrumental manipu- 
lation of the urethra or bladder, as in sounds, 
cystoscopy, operations, etc., the symptoms are 
clear, concise, and classical. 

1. Pain over the entire abdomen, coming on 
suddenly as from a blow, even with spinal or 


BEDSIDE MEDICINE 387 


inhalation anesthesia and despite as high a dose 
as one-third grain of morphin, is always present 

2. Shortly intense pain in either or both shoul- 
ders comes on; this is even more intense than the 
abdominal pain. 

3. Nausea, vomiting, and shock immediately if 
rupture is intraperitoneal. 

It is difficult, indeed, to picture by words the 
extreme degree of shock and pain that almost 
immediately follows this type of rupture. 

Treatment——While the symptoms of bladder 
rupture may be vague and misleading, no such un- 
certainty exists as to the treatment. Immediately 
on diagnosis, or even strong suspicion, of a 
ruptured bladder, suprapubic cystotomy should be 
done, regardless of whether it is extra or intra- 
peritoneal. 

First, a cystotomy wound in a clean portion of 
the bladder wall; closure of rupture if it is clean 
and easily accessible, rubber tissue or iodoform 
cigarette drains in the prevesical space, making 
sure that the bottom of all possible cavities are 
reached by the drains. A drain in the peritoneal 
cavity, by stab wound, in intraperitoneal ruptures 
is always imperative. 

Even in extreme shock, a cystotomy under local 
anesthesia or a Day trocar procedure, is better 
than waiting for shock to disappear; for such 
conservative attitude more often leads to the in- 
crease of shock. 

All of the foregoing may seem radical to some 
of the more conservative, but statistics and figures 
show that of a total of 169 collected cases prior 
to 1894, the lowest mortality rate, 30.8 per cent, 
occurred in those cases operated on within twelve 
hours after injury. Mortality rate increases from 
the twelfth hour on to reach 52.3 per cent. 

After 1894, in forty-six collected cases the 
lowest mortality rate, 11 per cent, again occurred 
in cases operated on within twelve hours after 
injury. Mortality rate again increases to reach 
43 per cent in those cases operated on after forty- - 
eight hours. 

In 1927, I reported thirty-four cases (from 
1916 to 1927) ; fourteen were extraperitoneal and 
of these four died, a mortality of 28.6 per cent. 
Three of the deaths occurred in cases operated 
two, three, and five days after occurrence of in- 
jury. The remaining fatal case was operated on 
two hours after injury, but death occurred from 
torn pelvic blood vessel and cannot be attributed 
to either operation or rupture. 

Intraperitoneal ruptures, twenty cases. Fatal 
cases, four, mortality 28 per cent. Operation fol- 
lowing injury: in forty-eight hours, two cases; 
in fifty-six hours, one case; in seventy-two hours, 
one case. 

In localities remote from modern hospital facili- 
ties, one might be justified in the use of an in- 
dwelling catheter per urethra, bladder lavage, 
supportive and other conservative measures. How- 
ever, when good, bad, ‘or indifferent hospital 
facilities are available, immediate cystotomy, 
drainage and other surgery as indicated is of para- 
mount necessity, and will lead to more successful 
after-results, and a distinct and definite” lowering 
of the mortality rate. 
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ANNUAL SESSION AT YOSEMITE: MAY 13-16 


Final Plea for Attendance.—This is a “last call” 
for the annual session of the California Medical 
Association, to be held this year at Yosemite 
National Park, commencing Monday, May 13 and 
continuing through Thursday, May 16. 


Last month’s issue of CALIFORNIA AND WESTERN 
MEDICINE contained the complete scientific and 
other programs, together with the “Pre-Conven- 
tion Bulletin” reports of officers and committees ; 
and it is to be hoped that the information therein 
has already induced many members, who had not 
contemplated attendance, to change their plans 
and go. All that has been said of the anticipated 
pleasure and value of this year’s annual session 
still holds true. Members of the Association, 
therefore, who are in doubt about going to Yo- 
semite are urged to scan again the April issue pro- 
gram and, while still under the spell of the attrac- 
tions noted, to pack their grips, preparatory to 
joining their fellows in what promises to be a 
well-attended series of noteworthy meetings. 

" * Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 


sociation, are printed in the Editorial Comments column, 
which follows. 
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CALIFORNIA’S HEALTH INSURANCE BILL 
(S. B. 454) 


Health Insurance Commission Act (S. B. 454) 
Introduced on April 12.—The Senate Daily Jour- 
nal of the forty-sixth legislative day (April 12, 
1935), contained 197 pages, all but twenty-five of 
which were given over to a discussion of the need 
of a proposed law (embodied in Senate Bill 454), 
providing for “State Health Insurance Service, 
including the establishing of a Health Insurance 
Commission and prescribing the powers... .” 
The 172 pages contained a draft of S. B. 454, 
printing, on pages 38 to 55, some sixteen pages 
of amendments to the original skeleton bill.1 Many 
more amendments will be introduced, no doubt. 
Mention is made of this to indicate how difficult 
it is to whip into form a measure such as this, for 
which so much pioneering must be done in order 
to make the plan conform both to American legal 
procedures and also the standards of American 
civilization and custom. 

* * * 


An Outline of the Health Insurance Topics 
Discussed in the Senate Daily Journal—tIn turn- 
ing the pages of the Senate Daily Journal, the 
“Report of the Senate Committee on Investigation 
of the High Cost of Sickness” is found to contain 
a large number of items, the nature of which may 
be judged by the following list: 


Page 23: Report to the Senate by the Interim Com- 
mittee, under date of April 12, 1935. 

Page 27: Remarks on “How Can the Legislature 
Bring Hospital Service within the Reach of Per- 
sons of Average Income?” 

Page 28: “Facts Found by the California Medical 
Economic Survey.” 

Page 34: Remarks on “Economy Security and Health 
Insurance.” 

Page 38: Amendments to Senate Bill 454.2 

Page 55:3 Appendix A—“‘Is Health Insurance Com- 
ing to California?” Address given by Senator E. H. 
Tickle at the University of California Western Con- 
ference on Government, Thursday, March 28, 1934. 

Page 58: Appendix B—“Opening Statement by Sena- 
tor Edward H. Tickle at Public Hearing of Senate 
Committee on Investigation of the High Cost of 
Sickness held Friday, December 14, 1934, State 
Building, Civic Center, San Francisco, California.” 

Page 102: Appendix C—Miscellaneous Resolutions by 
Interim Committee, California Medical Association 
House of Delegates and other organizations. 

Page 105: Appendix D—“California Medical-Economic 
Survey.‘ 


1 Senate Bill 454 was introduced as a “‘skeleton”’ bill on 
January 25, 1935, as follows: ‘‘An Act to provide for the 
establishment and administration of a system of health 
insurance for persons in certain income groups.” 

The new title, as amended on April 15, 1935, now reads: 
“An Act to provide for the establishment and administra- 
tion of a system of State Health Service Insurance, in- 
cluding the establishing of a Health Service Insurance 
Commission and prescribing the powers, duties and func- 
tions thereof, the establishing of a Health Service In- 
surance Fund and providing for certain payments thereto, 
the prescribing of methods and conditions under which 
professional or other services may be rendered, the regu- 
lation of certain persons, firms, associations, and corpo- 
rations, the making of an appropriation, the enforcement 
of the provisions hereof, penalties for the violation of the 
provisions hereof, and repealing acts in conflict herewith.”’ 

2 Pages 38 to 55, inclusive, cover Senate Bill 454, as 
oe ai and submitted by Senators Williams, Tickle, and 
Difani. 

8 Pages 55 to 195 are appendices, presumably prepared 
by the Codrdinator—Secretary of the Interim Committee, 
Celestine J. Sullivan, LL.D. 

4 This contains selected facts from the report of the 
survey staff of the Committee of Five of the California 
Medical Association and the field survey of the California 
State Board of Health. Twenty-six tables are included in 
this section. 
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Page 129: Appendix E—A thirty-eight-page section of 
figures, diagrams, and charts, based on the Califor- 
nia Medical Association Medical-Economic Survey. 

Page 167: Appendix F—“Some Compulsory National 
Plans, Showing Country and Years of Principal 
Laws.” 

Page 176: Appendix G—‘Anachronistic Attitude of 
American Medical Association at Chicago.” 

Page 181: Appendix H (two parts)—Part I: “The 
Doctor and the State” by Morris Fishbein, M. D., 
Editor, Journal of the American Medical Association. 
Part II: “Doctors, Patients, and the Community” 
by William Trufant Foster, LL.D., formerly presi- 
dent of Reed College, and since 1920 Director of 
the Pollak Foundation for Economic Research. 

Page 192: Appendix I—Two Cartoons: One from the 
San Francisco News, the other from the San Fran- 
cisco Chronicle. 


Pages 194 to 196: Appendix J—“Condensed List of 

Publications Consulted.” 

We have listed the above in order that those 
readers of CALIFORNIA AND WESTERN MEDICINE 
who do not have access to the April 12 issue of 
the Senate Daily Journal report referred to may 
be the better able to visualize the nature of this 
important communication. 

* * * 


The Labors of the Committee of Six—The 
Committee of Six (Dr. Junius B. Harris, Sacra- 
mento; Dr. Fred R. DeLappe, Modesto; Dr. E. T. 
Remmen, Glendale; Dr. Walter B. Coffey, San 
Francisco; Dr. T. Henshaw Kelly, San Francisco, 
and Dr. Joseph Catton, San Francisco), on behalf 
of the House of Delegates has had an onerous, 
even though interesting task to perform; and it 
has earned the generous appreciation of the five 
thousand members of the California Medical As- 
sociation. Indeed, the labors of the Committee of 
Six are not yet ended, for its members must now 
faithfully study all proposed amendments and 
make certain that the changes suggested will not 
depart from the stipulations laid down in Ingber 
Resolution No. 2.5 

* * * 

A Progress Report Will Be Made at the Yo- 
semite Annual Session—By the time this year’s 
annual session has convened at Yosemite (on May 
13), much more will be known of the course S. B. 
454 is taking through both houses of the Cali- 
fornia Legislature. The Committee of Six and 
Council will then make a progress report, and this 
should prove of exceptional interest to all mem- 
bers of the Association. 


AN IMPORTANT INDUSTRIAL MEDICAL 
. PRACTICE PROBLEM 

The Proposal to Lower the Industrial Accident 
Fee Table—tIn the April number of CALIFORNIA 
AND WESTERN MEDICINE (pages 273-274), under 
the caption, “Proposal to Lower State Compensa- 
tion Fund Fees,” comment was made on several 
resolutions of protest against proposed reductions 
in the fee table of the California State Industrial 


Accident Commission. 
*x* * * 


Resolutions of the California Medical Assocta- 
tion Council—The attention of members of the 
Association is again called to several paragraphs 


5 This resolution was printed on page 187 of the March 
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contained in the resolutions adopted by the Council 
of the California Medical Association, and men- 
tioning as follows certain violations of the code 
of ethics, which had crept into industrial accident 
work: 

Wuereas, Certain physicians and surgeons, some 
being members of the California Medical Association, 
have been guilty of cutting fees below the official fee 
schedule, and/or have made a practice of underbidding 
for industrial accident work other members of our 
profession and/or have been guilty of rebating to the 
insurance companies; now, therefore, be it 

Resolved, By the Council of the California Medical 
Association: ; 

1. That the Council make strong protest to the In- 
dustrial Accident Commission against reduction of 
fees; 

2. That the members of the medical profession be 
advised of their responsibility in the matter; 

3. That the fee schedule be reviewed and adequate 
arguments for adherence thereto be emphasized; and 

4. That the Industrial Accident Commission be re- 
quested to adhere to the fee schedule itself in all its 
departments, and to require recognition of the schedule 
of insurance companies; and be it further... 


* * * 


Rebates and Discounts Not Known in the Year 
1914.—It is interesting to note that when, in the 
year 1914, the House of Delegates of the Medical 
Society of the State of California (California 
Medical Association), approved the fee table 
which had been worked out in conference with 
the first California Industrial Accident Com- 
mission, the unethical practice which at that time 
was prohibited had to do only with “contract 
practice.” * In other words, the evil of rebates and 
discounts, given by individuals or groups of physi- 
cians to insurance carriers, was not foreseen or 
appreciated in that day; receiving, therefore, no 
mention by the Delegates. However, in the years 
that have since come and gone, it has become more 
and more apparent that the discount and rebate 
practice, of which certain physicians have been 
guilty, was perhaps the most demoralizing of all 
the influences that have played a part in the re- 
current printed and spoken scandals cropping up, 
from time to time, in industrial medical practice. 
That these unethical and unwholesome methods 
have grown worse, instead of better, is shown by 
the statements printed some weeks ago in the 
San Francisco newspapers ; wherein, among other 
things, Manager Day of the State Compensation 
Fund was quoted as saying that the reason the 
State Compensation Fund felt that a reduction in 
the industrial fee table was very necessary, was 
due to these rebate and discount practices. These 
enabled certain insurance carriers, other than the 
State Compensation Fund (an insurance carrier 
owned and operated by the State of California), 
to secure competitive business by offering lower 
rates ; such reduced rates being made possible be- 
cause of rebates and discounts on professional 
services rendered by the physicians employed by 


such carriers. oes 


The Question Before the Medical Profession.— 
The question, therefore, now before the medical 


* See Reference Committee report in the minutes of the 
House of Delegates, as printed in the July, 1914, issue 
of the Journal of the Medical Society of the State of 
California (former name of CALIFORNIA AND WESTERN 
MEDICINE). 
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profession is that of doing away with such un- 
ethical and improper rebating and discounting ; to 
further which reform, the California Medical As- 
sociation, through its Council, has gone on record 
calling the attention of the component county so- 
cieties and their members to the need of eradicat- 
ing the evil. 


* * * 


A Proposed Amendment to the Industrial In- 
surance Act—At a meeting of the California 
Medical Association Executive Committee, the 
problem was further discussed, and consideration 
given to the possibility of securing the adoption 
of an amendment to the present Industrial Acci- 
dent Act, whereby a clause, such as that contained 
in sections 102 and 103 of the proposed Health 
Insurance Act, and modified to apply to industrial 
insurance, might be enacted into law. The passage 
of such an amendment to the existing statutes 
would go far in eliminating practices that have 
shed reproach upon the medical profession and 
which, unchecked, give advantages to so-called 
“chiselers” who secretly profit at the expense of 
more honest colleagues. Should the sections re- 
ferred to, and herewith reprinted, be presented at 
Sacramento, it may prove interesting to observe 
from what sources and on what grounds, opposi- 
tion to their enactment will come: 


_ 102. The rendering of services under this Act is a 
privilege, and any physician or dentist and any regu- 
larly established hospital, or laboratory, or any other 
person or agency able and desiring to render services 
necessary for the proper furnishing of benefits, shall 
be entitled to render services in accordance with the 
provisions of this Act; provided, however, that the 
Commission, after notice and a full opportunity to be 
heard pursuant to the provisions of this Act, may, 
upon determining that good and sufficient cause exists, 
revoke such privilege. The following shall be deemed 
to be good and sufficient cause for revocation of the 
privilege of rendering services under this act: fraud, 
deceit, intent to defraud, gross neglect, habitual in- 
temperance, habitual use of narcotic drugs, rebate of 
fees or charges that will result in the actual rendering 
of services at rates below those for fees or charges 
that may be established by the Commissions, solicita- 
tion of patients, or any violation of the Medical Prac- 
tice Act or Dental Practice Act of this State; provided 
that none of the aforementioned causes shall justify 
the revocation of such privilege unless done or com- 
mitted while the physician, dentist, hospital, labora- 
tory or other person or agency was rendering services 
under the provisions of this Act. 

103. In addition to its own action against a phy- 
sician or dentist for any of the causes specified as 
sufficient for the revocation of the privilege of render- 
ing services under this Act, the Commission shall file 
a complaint with the State Board of Medical Ex- 
aminers or the State Board of Dental Examiners, as 
the case may be, against any physician or dentist 
found by the Commission to be guilty of any of the 
acts specified in the State Medical Practice Act or 
State Dental Practice Act as cause for revocation of 
license. 


WHERE SHALL LICENSURE OF SPECIAL- 
ISTS BE CENTRALIZED? 


Multitudinous Functions of the State Board of 
Health—The sanitary and other codes of Cali- 
fornia are spotted with public health laws and 
legislation in which physicians have a natural 
interest. At each monthly meeting of the State 
Board of Health, that body is required to take 
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action on a docket of public health problems that 
is little less than appalling. Each succeeding legis- 
lative session, with its additions of new laws, 
specifies new duties for the department and its 
board members.* It may be proper to mention 
one of the recent problems having to do with the 
granting of licenses in laboratory specialties, and 
passed up to the State Board of Public Health. 


* * * 


Shall the State Board of Health License Spe- 
cialists?—Several proposed laws now before the 
legislature deal with licensure of general and x-ray 
laboratories by the State Board of Health, and the 
granting of certificates or licenses to physicians 
and others who have been found to be qualified to 
conduct the same. At the April 13 meeting of the 
Executive Committee of the California Medical 
Association, the point was raised that all forms of 
licensure relative to medical practice should be 
vested in and be retained by the California State 
Board of Medical Examiners. To confer some of 
the licensure authority on the State Board of 
Health would only result in undesirable duplica- 
tion and confusion. With this principle, the mem- 
bers of the State Board of Health, by resolution, 
are in full accord; and in view of its attitude, it 
is to be hoped that all who, in the future, sponsor 
legislation providing for the licensure of persons 
having to do with phases of medical practice, will 
place such authority with the California State 
Board of Medical Examiners, where it properly 
belongs. Otherwise a non-licensure board would 
practically be given authority to create types of 
medical and other specialists, a function which, 
in one sense, is only indirectly related to the public 
health, and which neither the State Board of 
Health welcomes, nor physicians-at-large approve. 


THE LEGISLATIVE MILL 


Massive Amount of Proposed Legislation— 
The perusal of reports of the proceedings in the 
Senate and Assembly chambers at Sacramento, as 
given in the newspapers, must make all citizens 
realize what a massive and confusing amount of 
general and special legislation has been submitted 
since January 3. In previous issues of the JouRNAL, 
lists of measures having a relation to public health 
and medical matters have been printed, with spe- 
cific comment on some of the proposed laws. 


* * * 


The Proposed Health Insurance Law: S. B. 454. 
—On April 12, the proposed health insurance law, 
the advent of which was long awaited by members 
of the profession and many lay citizens—not only 
in California, but in other states of the Union as 
well—made its appearance, as Senate Bill 454, 
under the sponsorship of Senators Williams, Di- 
fani and Tickle (the Interim Committee). The 
measure is commented upon elsewhere,’ and be- 
fore this May number of CALIFORNIA AND WESsT- 

* An article, on page 337 of this issue, by Dr. Howard 
Morrow, president of the State Board of Health, mentions 
some of the standing activities and responsibilities of the 
State Department of Public Health. 


1 Comments in this issue are printed on pages 388, 395, 
and 405. 
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ERN MEDICINE reaches its readers, all members of 
the California Medical Association will have re- 
ceived, from the office of the Association, a special 
letter and other printed information concerning 
the bill.2 Every member is, therefore, urged to 
read the same, and to feel free to send to the 
Association Secretary such comments, sugges- 
tions or criticisms as may seem pertinent, and of 
which the Committee of Six will be glad to avail 
itself. In the attempt to formulate a law of such 
tremendous importance to medical practice, and 
which represents such a pioneering advance, with 
no precedent in American legislation by which to 
be guided, it is necessary that every word and line 
of the newly written statute shall be most care- 
fully considered and appraised, lest errors creep 
in, which, by later court decisions (should the 
law be enacted), would nullify the stipulations 
laid down by the House of Delegates at the spe- 
cial session held at Los Angeles on March 2 and 3, 
when it gave its instructions to the Committee of 
Six. Members owe it to themselves, in view of 
their own personal interests, and also to organized 
medicine, as represented by the California Medi- 
cal Association, not only to read the bill but to 
carefully study it, and to fully discuss it with 
fellow physicians. Such discussions should be 
supplemented by written communications on its 
merits and demerits sent in to the central office of 
the Association, in care of the Committee of Six 
or the secretary. And this, because every physi- 
cian, both as a medical practitioner and as a citi- 
zen, has a right to be heard; the present time, 


being the best for giving expressions to opinions, 
whether for or against, before the bill is enacted 
into law. 


* * * 


Comment on Other Proposed Legislation— 
A. B. 1552, providing for a qualifying certificate 
act, is still in committee, having received many 
amendments from various sources. There is a 
growing sentiment that this bill, if it were to be- 
come a law through passage by the legislature, 
would fail to be of broadest use. For that reason, 
it may die in committee, thus permitting its con- 
sideration as an initiative measure at a future State 
election. Members who are interested in the meas- 
ure should write to the State Printer at Sacra- 
mento, making request for a copy. Suggestions 
or criticism should be sent to the chairman of the 
special committee, whose report appears in the 
“Pre-Convention Bulletin,” printed on page 317 
of the April issue. 

A. B. 2041, the dog pound (antivivisection ) 
bill, is following the routine course of readings in 
committee. We have not learned whether its 
sponsor, Assemblyman Charles J. Wagner of Ala- 
meda, whose occupation in the Assembly roster 
is given as business manager of the Butchers’ 
Union, will be as aggressive in its support as was 
former Senator Fellom, who espoused the meas- 
ure in the legislative session of two years ago. 
Time will tell. 

2 Copies of the booklet, containing a copy of the S. B. 
454, sold at one dollar each, may be secured by non- 


members upon application to the Association Secretary 
at Suite 2004, Four Fifty Sutter Building, San Francisco. 


EDITORIAL COMMENT 


EDITORIAL COMMENT" 


THE SEXUAL FACTOR IN PROSTATIC 
HYPERTROPHY 


While the technique for the surgical removal 
or transurethral management of the hypertrophied 
prostate has reached a high degree of perfection, 
little advance has been made in recognizing the 
cause of this disease or the means of preventing 
it. Kenneth Walker’s? survey indicates that pros- 
tatic enlargement is less common among the in- 
habitants of Japan, China, India, Philippines, and 
other parts of Africa, and among the negroes in 
North America. As a result of his rather ex- 
tensive study, Walker believes that prostatic en- 
largement has an anthropological distribution and, 
according to frequency, he classes the races in 
the following order: Caucasian, Semitic, Arabic, 
Indian, Mongolian, and Negroid. Those coun- 
tries in which prostatic enlargement is rare are 
the very places in which the sexual life is rather 
unrestricted. 

What, then, is there about the sexual life of 
the Caucasian which predisposes him to prostatic 
hypertrophy? Is this form of tumor the price he 
pays for so-called “higher morality”? Why then 
should the celibate clergy escape it? Why should 
married men be particularly subject to it? What 
is the relation between the sexual life and prostatic 
overgrowth? 

The statistics of hospitals, clinics, etc., conclu- 
sively show that the indiscretions of youth bear 
no definite relationship to the formation of pros- 
tatic tumor. On the other hand, every urologist 
knows that if a man leads a normal sexual life 
and then suddenly ceases to have indulgence, his 
prostate will become congested, frequently giving 
rise to urinary disorders; in such cases we find 
on rectal examination a large, tender prostate; on 
massaging such a prostate, we can usually express 
a copious quantity of prostatic secretion, together 
with the products of inflammation. Such an arti- 
ficial evacuation is attended with relief of the 
symptoms and reduction in size of the gland. 
Ballenger, Elder, and McDonald? have reported 
a very significant observation in the matter of 
preventing benign enlargement of the prostate; 
among their patients who were periodically mas- 
saged there occurred no cases of prostatic hyper- 
trophy. They reason that a mild irritating toxin 
produces the hyperplasia, and that by massage this 
toxin is eliminated. Von Lackum and Mitchell * 
were able to obtain excellent results in the so- 
called bar obstructions by routine massage, instil- 
lation, and dilatation. 


* This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 

1 Walker, K., The Nature and Cause of Old Age Enlarge- 
ment of the Prostate, 1922. 

2 Ballenger, Elder, and McDonald, Urol. and Cutan. Rev., 
No. 6, 1930. 


8 Von Lackum and Mitchell, J. Urol., 22:57, 1929. 
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Prostates become disordered during the period 
of the male “sexual crisis,” unless they are re- 
lieved of their contents either in a physiological 
or mechanical manner. When there is a sudden 
abatement of sexual activity the prostate becomes 
congested and swells because there is an accumu- 
lation of secretion which gives rise to so-called 
“prostatic trouble.” It is a well-known fact that 
a considerable number of men entering the middle 
span of life radically alter their sexual conduct, 
some of them because they feel that celibacy con- 
stitutes the ideal life, others because they think 
that by foregoing sexual activity they will con- 
serve their energy, resistance to sickness, and thus 
prolong their longevity. On many men continence 
is forced by their spouses being ill or “frigid,” or 
because their sexual desire is inhibited by financial 
or business worries which are so much in vogue 
these days. All such cases are very apt to inflam- 
mation, or “swelling,” or “congestion’”’ of the pros- 
tate, and this condition is associated with urinary 
symptoms. Unless their prostates are depleted by 
massage or an equivalent measure, this gland will 
continue gradually to enlarge and provoke “pros- 
tatismus.” 

The celibate clergy are, according to Hugh 
Young,‘ practically immune to prostatic hyper- 
trophy and, consequently, to symptoms of “pros- 
tatismus.” In this group the prostate never de- 
velops into an actively secreting gland because at 
a very early age the sexual life was abnegated, 
and the prostate, accordingly, was never called 
into activity as it is in the normal married man. 
Celibacy adopted late in life is, therefore, not a 
preventive, but rather an accelerative factor of 
prostatic enlargement. 

How to explain the frequency of prostatic 
hypertrophy among the Caucasian race as com- 
pared with other races? The main cause of this 
difference is our cultural code with its tendency 
to repress the natural outlet of sexual energy. 
Prostatic congestion is the price often paid for 
it. Therefore it seems that the logical method of 
preventing prostatic hypertrophy is periodic mas- 
sage of the congested prostate, or such a sexual 
life that is compatible with the age, inclination, 
and general welfare of the patient. 


1025 Story Building. 
S. I. Movirtt, 


Los Angeles. 





THE HYPOPHYSIS AND URINE 
FORMATION 


Since the experiments of Magnus and Schaefer 
in 1901 it has been known that extracts of the 
pituitary gland affect the rate of urine formation 
by the kidney. The experiments of Motzfeld* and 
of Rees ? definitely established the fact that, while 
extracts of the posterior lobe of the hypophysis 
may cause a temporary diuresis, the principal 
effect is one of diminution in urinary flow. Stehle 





4 Young, Hugh, Practice of Urology, Philadelphia, 1925, 
Saunders Co. 


1 Motzfeldt, K.: J. Exper. Med., 25:153, 1917. 
2 Rees, M. H.: Am. J. Physiol., 45:4, 1918. 
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and Bourne * became interested in the changes in 
salt excretion, and showed a considerable increase 
in output of potassium and chlorid during the 
early period of diuresis ; but they did not study the 
later and more prolonged period of antidiuresis. 
New light on the renal effects of pituitary extracts 
came from the recent experiments of Nelson,* 
who showed that subcutaneous injections of the 
posterior lobe extracts in minimal effective dose 
have a pure antidiuretic effect, but that, in spite 
of the decrease in urine volume, there is an abso- 
lute increase in the excretion of chlorid. 


With increasing doses of pituitary extract, up 
to an optimal range, there was a decrease in the 
urine volume. Above this optimal dose the urine 
volume increased again up to normal. The ex- 
planation for this paradox lay in the fact that, 
with increasing dose of pituitary extract, the salt 
concentration of the urine rose to a high point: 
The high concentration of salt leads to a high 
osmotic force in the kidney tubule, and this pre- 
vents the reabsorption of fluid from the tubule 
by the renal epithelium. These experiments of 
Nelson have been amply confirmed by Engel, Mc- 
Quarrie and Ziegler,®> and Marx.® 


Thus, there are apparently two opposing mecha- 
nisms involved in the diuretic-antidiuretic action 
of posterior lobe pituitary extracts. The one, an 
increased excretion of salt, the other, a decreased 
excretion of water. We still do not know how the 
excretion of salt is increased or the excretion of 
water decreased. 


Department of Pharmacology, 
School of Medicine, University of Southern California. 


C. H. THIENEs, 
Los Angeles. 





8 Stehle, R. L., and Bourne, W.: J. Physiol., 60:229, 1925. 


4 Nelson, E. E., and Woods, G. G.: J. Pharmacol. & 
Exper. Therap., 50:241, 1934. 


5 Engel, R., McQuarrie, I., and Ziegler, M.: Arch. f. 
Exper. Path. u. Pharmakol., 173:248, 1933. 


oo H.: Arch. f. Exper. Path. u. Pharmakol., 173:526, 


The Age Limit for Professors. —The present age 
limit for professors of the imperial universities was 
first established in 1918 in the Tokyo Imperial Uni- 
versity on the motion of professors of the medical 
department. Since then the question has been raised 
whether it is proper or unreasonable, but it has been 
faithfully obeyed as an unwritten law though it was 
merely a gentlemen’s agreement. Sixty years, some 
think, is too early to retire. Professor Dr. K. Manabe, 
who has been about a year in Europe and America, 
has written on this subject in the Varsity Press, saying 
that the age limit should be abolished, as the age limit 
in Italy is 75, in Greece and France 70, in Germany 
from 65 to 68, and in Switzerland 70 years. Some are 
of the opinion that the age of 60 is the time when 
man is intellectually in his prime. It is absurd to 
apply the age limit uniformly without considering 
some personal factors. This law is now enforced only 
in the government universities, with one exception. If 
there is any good reason for this law, it ought to be 
enforced among other colleges. Some who have re- 
tired under this system have soon after been appointed 
to important offices. That there are many positions 
open to the retired professors better than the old post 
shows that it is not a disgrace to retire at 60; on the 
other hand, the present plan permits energetic young 
scholars to find their way to a professorship—Japan 
News Letter. 
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STATE AND COUNTY SOCIETY ACTIVITIES 
SERA MEDICAL PROGRAM 


After several months of conferences, disappoint- 
ments and delays, it has been at last possible to per- 
fect an SERA program for medical care for those on 
relief. On March 27 the following bulletin was sent 
out. It is hoped that county societies will expedite 
their local arrangements. 


CALIFORNIA MEDICAL ASSOCIATION 
Important Instructions 
March 27, 1935. 


To Officers, Councilors, and County Secretaries: 

1. I am delighted to be able to at last announce a defi- 
nite plan for providing medical care for persons on SERA 
relief. This has been approved by Mr. McLaughlin, the 
State Administrator. 

2. In my conference with Mr. McLaughlin on March 22, 
the following agreement was executed: 

(a) The State Commission will appoint two of its mem- 
bers who will join with two members appointed by the 
California Medical Association to form a medical advisory 
commission. This advisory committee will serve to aid 
and direct a State program for medical care, and will 
serve in an advisory capacity to Mr. McLaughlin and the 
State Medical Director. 

(b) A State Medical Director will be appointed. The 
medical director will supervise and approve plans for 
county medical relief. 

(c) County medical societies are to appoint a local com- 
mittee of three, who will advise and work with the County 
Relief Administrator. 

(d) Mr. McLaughlin will send out in a few days a bul- 
letin to all county administrators, directing them to com- 
ply with these instructions. 


(e) FERA Bulletin No. 7 will be used as a general guide 
- establishing certain forms of county medical relief 
plans. 


(f) The following fees have been agreed upon: 
Office calls 
House visits.......... ie 
3. Your county society should immediately record the 
following action: 


(a) Appoint a local committee of three to advise with 
your county administrator. 


(b) This committee should be prompt to arrange for a 
conference with your county administrator and perfect 
your local arrangements and secure approval and inaugu- 
ration of your plan. 


4. This communication and the bulletins of Mr. Mc- 
Laughlin should be used in securing prompt action on the 
part of your county administrator. 


Please report whatever action is agreed upon in your 
county. 
Sincerely, 
F. C. WARNSHUIS, M. D., 


Secretary. 
* * * 


April 24—The Medical Advisory Committee is work- 
ing. in close codperation with the SERA Adminis- 
trator. At a conference today the State Administrator 
stated that he had sent out an order to county ad- 
minisrators that their county medical plan must be 
submitted by May 1. That in formulating a county 





plan the County Administrator must consult with and 
come to an agreement with the representatives of the 
County Medical Society. 

County societies should press their work, complete 
their plans, secure approval in order that medical serv- 
ices be made available and doctors obtain remunera- 
tion for their services. 


* * * 


RESUME OF EXECUTIVE COMMITTEE MEETING, 
APRIL 13, 1935 


The Executive Committee of the Council met in 
San Francisco April 13, 1935. All the members were 
present. 


Details relating to the annual meeting were reported 
on and discussed. On April 10 there were 916 con- 
firmed hotel reservations. 


The Secretary was instructed to arrange for the 
medical exhibit at the San Diego Fair. 


The Executive Committee, following mail vote of 
the Council, provided additional funds to complete the 
work of the Committee of Five. 


The committee approved the appointment of Drs. 
Morton Gibbons, Sr., and Harry Wilson to represent 
the Association on the SERA Medical Advisory 
Committee. 


An invitation was received from the American 
Medical Association to send a representative to a 
Medico-Economic Conference in Chicago on April 27. 
Several nominations were made, and the Secretary was 
directed to arrange for one of these nominees to at- 
tend as California’s representative. 


A lengthy presentation of legislative matters was 
discussed and recommendations were made to the 
Legislative Committee. 

Adjourned at 3 p. m. 

F. C. Warnsuuls, Secretary. 


* * * 


YOUR FELLOW MEMBERS SERVE YOU 


Over a considerable number of years we have won- 
dered time and time again whether members recog- 
nized and appreciated the contributions and services 
that fellow members rendered to fellow members. 
Your executive and administrative officers have long 
since learned that in emergencies or when special 
activities required action that then, in response to a 
call, designated members would respond. These men 
would cancel their engagements, leave their homes 
and sacrifice their time and personal interests to serve 
their fellow members. During the past six weeks we 
have witnessed an outstanding instance of such service. 


At the special meeting on March 2 and 3, our As- 
sociation committed itself to a definite policy related 
to health insurance. By resolution the House of Dele- 
gates delegated the drafting and application of that 
policy and the safeguarding of professional interests 
to a special committee, composed of six fellow mem- 
bers. It is to that committee at this time that a very 
genuine and sincere expression of appreciation and 
thanks is tendered. 

Six fellow members, appointed by Speaker Pallette, 
recognized their responsibility and the need for prompt 
action. They canceled all their engagements and de- 
voted themselves to the task of carrying out their in- 
Structions and complying with the desires of their 
fellow members. Meetings!—would we could describe 
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them. Sessions—not one, but more than twenty, com- 
mencing at 9 a. m. and often lasting till the wee hours 
of the morning. One morning one member was seen 
leaving an all-night session at eight o'clock, tired and 
hollow-eyed. It is men such as he and his co-laborers 
who have made American medicine and the California 
Medical Association. 

Such services are assurance to all members that 
their professional and personal interests, now and for 
the future, are being safeguarded and enhanced by 
fellow members who serve you on committees, Coun- 
cil, and in office. That is why membership should be 
highly prized. 

To this committee, at this time, do we offer our 
expressions of deep appreciation: Doctors T. Henshaw 
Kelly, Walter B. Coffey, Junius B. Harris, E. T. 
Remmen, Fred R. DeLappe, and Joseph Catton. 

The Advisory Committee, composed of Doctors 
Clarence G. Toland, A. J. Scott, Edward M. Pallette, 
Henry Dietrich, Los Angeles; Rodney A. Yoell, LeRoy 
Brooks, Irving S. Ingber, Loren R. Chandler, Langley 
Porter, San Francisco; Victor W. Hart, Yreka; Lemuel 
P. Adams, Oakland; W. W. Roblee, Riverside; Louis 
A. Packard, Bakersfield; Robert A. Peers, Colfax; 
Dewey Powell, Stockton; Lyell C. Kinney, San Diego, 
likewise merit hearty thanks for their time and serv- 
ices. To Professor John B. Canning the Association 
is indebted for his time, interest and helpful advice. 
Mr. Hartley F. Peart, our legal counsel, was indefati- 
gable in his assistance. Our thanks is but little re- 
ward, still it does record our sentiments. 


* * * 


OFFICIAL CALL, AMERICAN MEDICAL ASSOCIATION 
ANNUAL SESSION 


To the Officers, Fellows, and Members of the American 
Medical Association: 


The eighty-sixth annual session of the American 
Medical Association will be held in Atlantic City, New 
Jersey, from Monday, June 10 to Friday, June 14, 1935. 

The House of Delegates will convene on Monday, 
June 10. 

The Scientific Assembly of the Association will 
open with the general meeting held on Tuesday, 
June 11, at 8:30 p. m. 

The various sections of the Scientific Assembly will 
meet Wednesday, June 12, at 9 a. m. and at 2 p. m, 
and subsequently according to their respective pro- 
grams. 

Watter L. Brerrine, President. 
Freperick C. WaARNSHUIS, 


Speaker, House of Delegates. 
Attest: 

Ouin West, Secretary. 

Chicago, Illinois, March 25. 


* * * 


CALIFORNIA HOSPITALS 


The March 30 number of the Journal of the American 
Medical Association contains the annual hospital report. 
The data on hospitals are the most complete, accurate 
and up to date that have ever been assembled in any 
publication. 


Recently certain persons broadcast through the pub- 
lic press that 1,300 counties in the country, with a 
population of 18,000,000, have no hospitals and that 
these people were deprived of hospital services. This 
hospital number refutes that statement. 

California has 382 hospitals. Of this number, 239 
are general and they reported 63.4 per cent occupancy. 
The general hospitals have 29,550 beds and admitted 
403,583 patients. There are forty-one nervous and 
mental hospitals, with 25,085 beds and 23,505 patients. 
Tuberculosis hospitals number forty-two, with 4,520 
beds and with 3,872 resident patients. There are nine 
maternity hospitals with 338 beds that admitted 1,311 
patients, and an average daily census of 249. Indus- 
trial hospitals number 10, with 721 beds; and two eye, 
ear, nose, and throat hospitals, with 50 beds. There 
are 3 children’s hospitals, 2 orthopedic, 116 isolation, 
13 convalescent, 12 institutional, and 7 miscellaneous. 
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These 382 hospitals: provide 63,149 beds and 3,075 
bassinets. They admitted, in 1934, some 454,070 pa- 
tients, and had a daily census of 48,851 patients. 

These hospitals had 231 clinical laboratories, and 
262 x-ray departments. Superintendents are classified 
as 120 physicians, 136 registered nurses, and 125 lay- 
men. 

The foregoing are but a few of the interesting facts 
in this report. The entire report is well worth studying. 


* * * 
DISTINGUISHED BRITISH GUESTS 


On August 4, a party of some two hundred phy- 
sicians and surgeons, members of the British Medi- 
cal Association, and the association’s secretary will 
land in New York. They will travel across the coun- 
try and arrive in Los Angeles August 12. They leave 
Los Angeles the morning of August 13 and arrive in 
San Francisco that evening. They sail from San Fran- 
cisco the afternoon of August 14 for Australia, where 
the 1935 annual meeting of the British Medical As- 


sociation will be held. 
* * * 


SERA MEDICAL ADVISORY COMMITTEE 


State Administrator Frank Y. McLaughlin on April 
15 appointed Mr. Edward H. Heller and Mrs. Earl F. 
Treadwell as his representatives upon the Medical 
Advisory Committee. These appointees, with Dr. 
Morton R. Gibbons and Dr. Harry H. Wilson, com- 
pose the committee that will inaugurate a State medi- 
cal program for those on relief. 


County societies, through a committee, are urged to 
contact their county administrator and adopt a plan 
of medical service. Prompt action is desired. 


* * * 
AMERICAN MEDICAL ASSOCIATION FELLOWSHIP 


In a report as of December 31, 1934, it is shown that 
there are 10,490 licensed physicians in California. Of 
this number, 3,260 are Fellows of the American Medi- 
cal Association, and 2,042 are subscribers to the Journal 
of the American Medical Association. 


Possibly 75 per cent of these 2,042 subscribers are 
eligible to Fellowship. They can become Fellows at 


no additional cost; simply write in for an application 
blank. 


Every one of our some 6,000 members should be- 
come a Fellow of the American Medical Association 
for obvious reasons. The same procedure governs. 
Send in for an application blank. 


* * * 


CORPORATIONS ARE DENIED ANY RIGHT TO 
PRACTICE MEDICINE 


Judge Michael L. McKinley of the Superior Court on 
March 22 decided the quo warranto case of Attorney- 
General Kerner against United Medical Service, Inc., 
brought to determine whether a corporation may practice 
medicine. Judge McKinley held that a corporation is not 
permitted to practice medicine in this State. Harry 
Eugene Kelly represented ‘the Attorney-General as spe- 
cial counsel. Judge McKinley found that the United Medi- 
cal Service, Inc., was usurping the liberty, privileges and 
franchise of engaging in the diagnosis and treatment of 
diseases of human beings, contrary to the Medical Prac- 
tice Act, and that judgment should be entered ousting 
that corporation from the franchise, occupation, and busi- 
ness of “holding itself out to the public as being engaged 
in the diagnosis or treatment of ailments of human beings, 
and from suggesting, recommending or prescribing any 
form of treatment for the palliation, relief, or cure of 
physical or mental ailments of persons, with the intention 
of receiving therefor either directly or indirectly any fee, 
or compensation, and from diagnosticating, orattempting to 
diagnosticate, operate upon, profess to heal, prescribe for, 
or otherwise treat, any ailment, or supposed ailment, of an- 
other, and from maintaining an office for the examination 
or treatment of persons afflicted or alleged or supposed to 
be afflicted, by any ailment; and from usurping, intruding 
itself into, or unlawfully holding or executing any such 
franchise, occupation, or business, either by or through 
the services of physicians and surgeons duly licensed and 
registered under the Medical Practice Act, and employed 
and paid by the respondent, or otherwise.”’ 


The foregoing report is from the Chicago Medical 
Society Bulletin, and is concerned with a Chicago corpo- 
ration. 
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ADVERTISERS 


Our members’ attention is directed to our adver- 
tising pages. Turn to them. There are several new 
“ads” appearing in this issue. All our advertisers merit 
patronage, for they make your publication possible. 
Without this income your dues would have to be in- 
creased $4 per year. Everything else being equal, 
please give preference to your advertisers when plac- 


ing your orders. 
* * * 


SICKNESS INSURANCE AND SICKNESS COSTS* 


“Today 1,250,000 persons are employed full time in the 
care of the sick. Of these, some 150,000 are physicians 
and 60,000 are dentists. The vast majority are nurses, 
pharmacists, dietitians, record clerks, and all the assorted 
personnel of the hospital and medical staffs... . 


eo ¢ 


“The control of the care of the sick must be kept in the 
hands of the doctors and dentists, who are the only ones 
properly qualified to do this by education, experience, and 
legal licensure. ... 


se 


“The medical and dental professions cannot be forced 
into insurance plans. They must work out these pians for 
themselves on the basis of the needs of the situation. ... 


a ¢ 


“There are approximately 250 lay-dominated founda- 
tions in the United States, of which about 170 have as 
their major interest the control of medical care. The 
leading groups include the Rosenwald Fund, the Inter- 
national Health Board, the Twentieth Century Fund, and 
the Millbank Fund... . 


“When President Roosevelt was elected he stated that 
his first consideration would be problems of recovery and 
relief. Apparently, when he left for his trip to Hawaii 
he decided that actual security control would be his next 
step, for he announced on his return that he was ready to 
attack the problem of greater economic security for the 
American people. 


“He appointed a committee of four members of his 
cabinet—Secretaries Perkins, Cummings, Wallace, and 
Morgenthau—and in addition, Harry Hopkins, relief ad- 
ministrator. They selected E. E. Witte as head of a 
technical advisory staff. In turn, thirteen subadvisory 
staffs were appointed, that for medicine being headed by 
Edgar Sydenstricker of the Millbank Fund. Sydenstricker 
soon associated with himself as advisors, Michael Davis of 
the Rosenwald Foundation, Nathan Sinai of the Twentieth 
Century Fund, and Isidore Falk of the Millbank Fund. 


“Eventually, when protests were made against this type 
of control over the proposals to be made for medicine and 
a request made for a medical advisory board, Drs. R. G. 
Leland and A. M. Simons of the American Medical As- 
sociation Bureau of Medical Economics were added to this 
group. ... : 


a 


“The American Medical Association and the American 
Dental Association favor controlled experimental investi- 
gation in the problems of providing care to all the people 
of the United States in the same way that they demand 
scientific study before embarking on any routine system 
of medical or dental care. Such experiments, in order to 
be proper experiments, shall naturally have to be under 
the direction of physicians and dentists.” 


* * * 


OUR CHANGING TIMES+ 


“The advancement of preventive medicine and the in- 
creased control of disease are hampered in every com- 
munity by the fanatical cultist who opposes every type of 
medical investigation and development in public health. 
He is a menace to further control over the death rate 
from diphtheria, control of the spread of smallpox and of 
infantile paralysis, measles, and similar diseases, and 
— to investigations carried on in scientific labora- 
eee 3s 6 


7 ? v 


“It is impossible in the time available to give a com- 
plete picture of sickness insurance abroad. Nevertheless, 
I can say that there has not yet been developed in any 
foreign nation a system of sickness care satisfactory to 
both the people and the physicians in the community 
where the system exists. 


“One can mention particularly that the British system 
last year, with an income of $41,000,000, had administra- 
tive expenses of $23,000,000, and that the British system 
is not satisfactory since it cares only for the occasional 
illness that can be treated by the doctor in his home or 


* Excerpts from Dr. Morris Fishbein’s lecture before the 
California State Dental Association, April 8, 1935. 


+ Excerpts from Dr. Morris Fishbein’s lecture before the 
Oakland Forum, April 9, 1935. 
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office. Surgical operations and obstetrical cases, which 
are the chief problems of the American people, are not 
considered in the British system. It does not cover the 
worker’s family, but only the worker himself. 


“The German system is in a state of chaos due to the 
revolution brought about by the Nazi Government. The 
average German workman, who today receives a wage of 
30 marks per week, finds that 11 marks are deducted at 
the source for all types of insurance, care of the crippled, 
aged, mentally diseased, a state tax, and similar demands, 
leaving him only 19 marks of his weekly wage for per- 
sonal use. 

“The French system is also in a chaotic state, and in 
three instances the medical profession has gone on strike 
against health insurance. Three hundred physicians under 
the state system carry for themselves voluntary sickness 
insurance in voluntary companies. 


“In Great Britain, moreover, some eight thousand phy- 
sicians have formed an insurance union and allied them- 
selves with the Federation of Labor in order to protect 
themselves from the state’s invasion into medical practice. 

“Finally, neither the French, German, nor English sys- 
tems of economic care have accomplished for those coun- 
tries a lowering of morbidity rates to a point equal to 
those of the United States at the present time. 


“Tuberculosis is particularly an index of the work of 
preventive and medical care, and the tuberculosis morbid- 
ity rates today are lower in the United States than in any 
of the countries in which compulsory sickness insurance 
exists. 


“So far as dental care is concerned, the quality of the 
teeth of the average American is definitely superior to 
that of the so-called ‘best people’ abroad.” .. . 


7 7 ¢ 


“The creation of a compulsory sickness insurance sys- 
tem in any state involves the development of a vast 
bureau which may easily evolve into a political machine. 


“Any group considering compulsory systems should find 
out whether or not the bureau to be developed will em- 
ploy such a large personnel as to indicate the building 
of a new type of political machine, and, furthermore, 
whether or not the bureau for sickness insurance will in- 
volve more money spent by the state than for any other 
single interest.”’ 

¢ q v 


“People may still have the kind of medical care they 
had in 1895 and for the price they paid for such care in 
1895. But medical science has advanced more since 1895 
than in all the previous centuries. The new type of medi- 
cal care naturally costs more than the old type did, for it 
is worth more.” ... 

7 7 7 


“When you eat more intelligently, you improve your 
health, and naturally you pay more for an adequate and 
varied diet.” ... 


7 7 7 


“The medical budget in the United States has never 
risen proportionally to the money expended in other fields 
(even for materials that were not available in 1895). 
There has been particularly an increased expenditure for 
cosmetics, tobacco, automobiles and automotive parts, 
movies, soda water, radios, confections, musical instru- 
ments, and so on—all of which represents a part of the 
increasing of America’s desires and wants.’’.. . 


e.¢ @ 


“Investigations indicate that 70 per cent of the people 
who call on a dentist come to him for relief of pain. 


‘“‘When people are educated to the importance of dentis- 
try they will come to the dentist for inspection of their 
teeth and for prophylaxis, so as to prevent the appear- 
ance of pain. This does not mean, however, that the 
State will be bound to provide for such prophylactic in- 
spection of the teeth. 


“When the public is sufficiently educated to the value 
of this service in comparison to the value of other things 
for which they spend their money, they themselves will 
provide for the right type of prophylactic care.” 


¢ ¢ #¢ 


“Propaganda is being used to allay social unrest by 
offering paternal care as a panacea.”’... 


¢ @ ? 


“The charlatan of 1900 spoke from the back of his 
wagon to his little audience. 


“The charlatan of 1935, whether political or medical, 
may speak at one time to twenty millions of people and 
sway them by slogans and by promises of Utopias that 
can never be realized.”’... 


7 7 q 


“Much of the current demand for cheap or free medical 
care in this country is the result of the continuous fight 
which has been waged for the past fifteen years by philan- 
thropic foundations, communistic, socialistic, and similar 
groups.”’ 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
HUMBOLDT COUNTY 


The Humboldt County Medical Society met on 
March 21 at Eureka Inn for a 6:30 dinner, with 
President Charles C. Falk, Jr., in the chair. Eighteen 
members were present, and two guests, Dr. Howard 


C. Naffziger and Dr. O. W. Jones, Jr., of San Fran- 
cisco. 


Dr. O. R. Myers was appointed to organize a bowl- 


ing team to accept a challenge from the Dental As- 
sociation. 


Dr. O. W. Jones, Jr., spoke qn Acute Head Injuries, 
and Dr. Howard C. Naffziger on Primary Hypertension. 
These papers were very well received, the members 
staying until a late hour for further discussion. 


Lawrence A. WING, Secretary. 
® 


KERN COUNTY 


At the last meeting of the Association the following 
resolutions on proposed reductions in the fee table for 
industrial accident work were passed: 


WHEREAS, We are advised that the State Compensation 
Insurance Fund has applied for a hearing before the In- 
dustrial Accident Commission for a reduction of 25 to 50 
per cent in the fee schedule for professional services 
rendered industrial accident patients; and 


WHEREAS, The fee schedule for professional services is 
already much below that for similar work in private prac- 
tice; being, in fact, so low that the fees granted are really 
less than they should be when all the responsibilities of 


the Fund, the workers, and the physicians are honestly 
taken into account; and 


WHEREAS, For the Fund to lower its fee schedule still 
more would work a gross injustice to physicians, who as 
a class and as individuals are also workers, and who as 
a class give gratuitous service, which if translated into 
money values far exceeds that given by any other group 
to the care of indigent citizens; and 

WuHenreAs, Actuarial records increasingly show with pass- 
ing years that the best investment for the economic ad- 
ministration of an insurance carrier (and that includes 
the State Fund) is a personnel on the industrial panel of 
the ablest type of physicians; since through their services 
there are fewer temporary and permanent disabilities; and 

WHEREAS, The organized medical profession of the State 
as represented by the California Medical Association and 
its component county societies, is opposed to such a re- 
duction of fees; because. so to do will be to the injury of 
the working men and women of California who come under 
the jurisdiction of the Workmen’s Compensation Act, and 
be to the detriment and disadvantage of the State Treasury 
and to the State Fund, and would work a gross injustice 
upon the members of the medical profession, through 
whose efficient services much of the past success of the 
State Compensation Insurance Fund has been due; now, 
therefore, be it 

Resolved, That on behalf of the organized medical pro- 
fession of California, the Kern County Medical Society 
herewith respectfully requests the Industrial Accident 
Commission to take no such action as had been proposed 
by the State Compensation Insurance Fund; and be it 
further 

Resolved, That copies of these resolutions be sent to 
His Excellency, Governor Frank Merriam, to each of the 
Fund commissioners, to the manager of the Fund, to the 
California Medical Association, to the Los Angeles County 
Medical Association, and to the official publication of the 
California Medical Association. 


L. H. Fox, Secretary. 


LOS ANGELES COUNTY 


The scientific program of the meeting of the Los 
Angeles County Medical Association, held in the audi- 
torium of the Association’s building on April 4, was 
arranged by the Pediatric Section. 


The subjects discussed were: The Interdependence of 
Pediatrics and Orthodontics by James David McCoy, 
D.D.S., associate professor of orthodontic surgery, 
and Pneumonia of Children by Earl E. Moody, M. D. 

At this meeting honor was paid to past secretaries 
of the Los Angeles County Medical Association. 


The Association, in appreciation of the many years 
of untiring work that carried with it a large respon- 
sibility of stewardship of the Association’s multitudi- 
nous affairs, presented to the three members who had 
officiated as secretary during the last twenty-five years 
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(Doctors George H. Kress, secretary from 1909 to 
1919; Harlan Shoemaker, secretary from 1919 to 1931; 
and Harry H. Wilson, secretary from 1931 to 1934) 
engrossed scrolls carrying the following resolutions: 


THIS SCROLL 


As a token of appreciation and esteem for his services 
as secretary-treasurer. His untiring devotion and un- 
selfish efforts in behalf of the Association, splendid leader- 
ship and a fine sense of justice, have resulted in a most 
successful administration. Given this the twenty-ninth 
day of March, Anno Domini 1935. 


With these scrolls there were presented to Dr. 
Harlan Shoemaker and to Dr. Harry H. Wilson, 
watches bearing the inscription, “From their col- 
leagues of the Los Angeles County Medical Associ- 
ation.” 


Dr. George H. Kress, in appreciation of his services 
as secretary during the years of 1909 to 1919, was pre- 
sented with a watch by the Board of Councilors at 
the annual meeting of councilors in December, 1918. 


The presentation speeches to Doctors Kress, Shoe- 
maker, and Wilson were made by Dr. Clarence Toland, 
president of the California Medical Association, who 
in gracious manner spoke of the special services which 
had been rendered the Association and its members by 
the three recipients, who were the honored guests of 
the evening. 


Past-president badges of the Association were also 
given to three recent presidents: Dr. William R. 
Molony, president for the year 1932; Dr. Charles T. 
Sturgeon, president for the year 1933; and Dr. Philip 
Stephens, president for the year 1934. 

These special ceremonies were the more happy in 
that each of these former officers of the Association 
had played a real part in bringing into actual realiza- 
tion the headquarters building and the library in which 
~ present-day members are finding such pleasure and 
value. 


E. Vincent Askey, Secretary. 
® 


MARIN COUNTY 


The Marin County Medical Society held its regular 
monthly meeting on Thursday evening, March 28, at 
the Marin Golf and Country Club. 


A most interesting discussion on Some Osseous Signs 
of Malnutrition and Methods of Prevention was given by 
the guest speaker, Dr. C. Ulysses Moore of Portland, 
Oregon. The talk was illustrated very cleverly by 
lantern slides and moving-picture reels. 


Dr. Henry Rogers of Petaluma was also a guest of 
the evening, and gave a short informal talk on matters 
of medical organization. 


Cart W. Crark, Secretary. 
® 


MONTEREY COUNTY 


The regular meeting of the Monterey County Medi- 
cal Society was held at the San Lucia Inn in Salinas 
on April 5. After the dinner a business meeting was 
held. The application for membership of Dr. Elliot 
Rouff was read, and he was voted into membership. 
A letter was read from the Stanislaus County Medical 
Society regarding maintaining the x-ray fee schedule, 
and it was voted to instruct our delegate to the 
Yosemite meeting to support their bill. It was also 
moved that President Davlin appoint a committee of 
three to meet with the local SERA administrator 
regarding medical care for those on relief. 

The scientific part of the program was given by 
Dr. John Merrill of Monterey, who presented a well- 
prepared paper on Idiopathic Hypertension. Doctor 
Merrill took up first the medical side of the subject, 
including in his remarks the x-ray and diathermy radi- 
ations over the adrenals, and then discussed the newer 
surgical procedures, especially those as related directly 
to the adrenals. A very interesting round-table dis- 
cussion followed. 

WiuiaMm H. Lawter, Secretary. 
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ORANGE COUNTY 


The regular meeting of the Orange County Medical 
Association was held at eight o’clock in the chapel of 
the Orange County Hospital, Doctor Dawes presiding. 

The guest speaker of the evening was Dr. Charles 
Sturgeon of Los Angeles, who spoke on Pulsion Di- 
verticulae of the Esophagus. He reported on his series 
of twenty-five cases, methods of diagnosis, and the 
surgical technique. His talk was extremely interesting 
and was very well received by those present. 

Doctor Tedstrom reported for the Constitution Com- 
mittee, and noted several new changes in the proposed 
new constitution. 

The SERA matter was brought up and, after gen- 
eral discussion, Dr. Russell Johnson moved that the 
Society appoint a committee of three members, to 
report within one week to the Board of Managers as 
to. what should be done in regard to the SERA 
schedule; also that the Board of Managers be em- 
powered to act for the Association. This was unani- 
mously carried. 

Dr. John Ball reported for the Industrial Accident 
Committee. The following motion was unanimously 
carried: Moved that the Orange County Medical As- 
sociation approve and adopt the resolutions of the Los 
Angeles County Medical Association Council pro- 
testing the proposed cut of the industrial accident fee 
schedule and that this resolution be sent to Governor 
Merriam, Mr. Day, the Industrial Accident Com- 
mission, and to Dr. Junius B. Harris, urging that the 
medical department of the State Fund be preserved. 

Doctor Maroon reported that the Medical Col- 
lection Committee was making progress. He also an- 
nounced the program for the Tri-County Conference. 

The first reading of Dr. Milton Counter’s applica- 
tion for membership was heard. 

Doctor Sutherland announced the clinic for crippled 
children to be held at the Ebell Club House on 
April 20. It was suggested that the medical associ- 
ation hold its own clinic once a year in connection 
with the State Health Department. 


Watpo S. WExRLy, Secretary. 
& 


PLACER COUNTY 


The Placer County Medical Society held its March 
meeting at the Freeman Hotel in Auburn on Sunday 
evening, the 17th, with Dr. Louis E. Jones presiding. 
In addition to the president, there were present the 
following members and visitors: Members—Doctors 
Paul Barnes, Dunievitz, Atkinson, C. C. Briner, Vinks, 
Empey, Mackay, Eveleth, Lewis, Kindopp, and Peers. 
Visitors—Dr. C. G. Toland of Los Angeles, president 
of the California Medical Association; Dr. Frederick 
C. Warnshuis, Secretary of the California Medical As- 
sociation; Dr. Junius B. Harris of Sacramento, chair- 
man of the Committee on Public Policy and Legisla- 
tion; and Dr. E. E. Lundegaard of Weimar. 

The applications for membership of Dr. Vernon W. 
Padgett of Alleghany and Dr. Ellert E. Lundegaard 
of Weimar were read for the second time and, on 
motion duly made and seconded, they were unani- 
mously elected. 

The application for transfer of the membership of 
Dr. Paul S. Phelps of Colfax, from the Litchfield 
County Medical Association of Connecticut, was pre- 
sented together with transfer card signed by Dr. H. B. 
Hanchett, president, and W. Bradford Walker, secre- 
tary. The secretary stated that the application cannot 
be acted upon until Doctor Phelps has been a resident 
of Placer County for six months. 

Following the consideration of routine business, the 
president introduced Dr. Junius B. Harris, who briefly 
discussed legislative matters of interest to the medical 
society. 

The president then introduced Dr. Frederick C. 
Warnshuis, who gave a résumé of the modern-day 
trend regarding health insurance and outlined the 
action of the House of Delegates pertaining to this 
matter during the past several sessions. He reviewed 
the work and plans for the future of the California 
Medical Association Committee on Public Relations, 
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explaining how the members of the Placer County 
Medical Society can codperate with the committee. 
Doctor Warnshuis extended a very cordial invitation 
to each member of the Society to call upon him at any 
time he can be of service. 

Dr. C. G. Toland was next introduced. Doctor 
Toland reviewed the work of the California Medical 
Association during the past year. He outlined for the 
members the various activities which the State As- 
sociation is sponsoring in order that the people of the 
State may become better acquainted with what organ- 
ized medicine is doing for the promotion of better 
health and for the care of the sick. Among other 
things Doctor Toland discussed the plan of the Coun- 
cil for a speakers’ bureau and also the plan to have 
exhibits at State and County fairs. He gave in detail 
the plan for the exhibit at the San Diego Fair this 
summer. 

Doctor Toland was given a most enthusiastic re- 
ception. Rosert A. Peers, Secretary. 
& 


SAN BERNARDINO COUNTY 


The meeting of the San Bernardino County Medical 
Society was held at the County Charity Hospital in 
San Bernardino on Tuesday, April 2. 

Special programs for the staff meetings of the Loma 
Linda Sanatorium and St. Bernardine’s Hospital were 
announced. 

Dr. F. E. Clough discussed the program for the 
postgraduate conference to be held on April 16. 

A letter from Mr. Ben Read was read, outlining the 
various bills of medical interest now before the State 
Legislature. 

The application for membership of Dr. Edward 
Mahon of Fontana was favorably voted upon. Dr. 
Laven Bramwell’s transfer from the Orange County 
Society was accepted. 

Dr. W. W. Roblee, our district councilor, made a 
brief address on the reorganization of the Woman’s 
Auxiliary and related some of our present legislative 
problems. 

Mr. H. P. Thoreson, director of the San Bernardino 
SERA, explained that the medical program was dis- 
continued because of lack of funds, but that it would 
be renewed on a limited basis on Monday, April 8. 
Mr. Thoreson explained the new program and an- 
swered various questions. 

Dr. J. M. Walton, who was to have given a case 
report, was unavoidably detained in a directors’ meet- 
ing in Los Angeles, and telephoned his apologies and 
regrets. 

The program of the evening was given as follows: 
Dr. F. F. Abbott, chairman, reported for the Com- 
mitteed on Public Relations. Dr. A. B. Cook of Los 
Angeles gave an interesting talk on Practical Aspects 
of the Goiter Problem. 

A. E. Varpben, Secretary. 


& 
SAN JOAQUIN COUNTY 


The regular monthly meeting of the San Joaquin 
County Medical Society was held in the Medico- 
Dental clubroom, Stockton, at 8:15 p. m., Dr. C. A. 
Broaddus presiding. 


The meeting was preceded by the customary supper 
meeting at the Clark Hotel, which was called to order 
at 6:15 p. m. There were twenty members present 
and three guests. The speakers of the evening were: 
Doctor Broaddus, who presented two cases; and Dr. 
D. R. Powell, who gave a report on the present status 
of the health legislation. Dr. Frank Vieira presented 
a patient, with demonstration of the reduction of a 
fractured os calcis, which was very interesting. 


Doctor Broaddus spoke briefly on the question of 
parking of automobiles, the status of the financing of 
the Medico-Dental Club, and the parking situation sur- 
rounding the building. Doctor Van Meter reported on 
the extension course of the California Medical As- 
sociation. Dr. P. B. Gallegos moved that the com- 
mittee that is working on the extension course circu- 
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larize the Society members and determine definitely 
how many would be interested in bringing the course 
to Stockton. This was seconded by Doctor Doughty, 
and the motion carried. Doctor Cressman reported on 
the Membership Committee and its progress. 

Mr. Davidson of the State Board of Medical Ex- 
aminers gave a very interesting talk on problems con- 
fronting the medical investigator. He emphasized very 
much that lay laboratories could not exist if they were 
not patronized by practitioners, and advised very 
strongly against their continued patronage. 

Doctor Broaddus announced that Doctor Nelson of 
Lodi was sick at the University Hospital. Doctor 
Doughty moved that the secretary write Doctor Nel- 
son a letter, expressing the sympathy of the medical 
society. This was seconded by Doctor Hull, and the 
motion carried. 

Dr. P. B. Gallegos announced that the Northern 
Medical Society would meet in Stockton on Saturday 
afternoon, April 27. 

Doctors Reed and Johnstone presented the paper 
of the evening, on Amebiasis. This was illustrated with 
lantern and prepared microscopic slides. The paper 
evoked considerable discussion. 

G. H. Ronesacuer, Secretary. 


e 


SONOMA COUNTY 


The Sonoma County Medical Society held its regu- 
lar meeting for the month of April in Cotati Inn, 
Cotati, on April 11, thirty-one guests and members 
being in attendance. Dr. D. G. Morton of the obstetric 
service of the University of California Hospital was 
present as guest speaker, and addressed the Society on 
the subject of the Uses and Application of Obstetric 
Forceps. His presentation was greatly appreciated by 
those present. 

Dr. R. L. Zieber of Santa Rosa was elected to mem- 
bership, and routine business was transacted. There 
was much discussion of the pressing medical problems 
of the day. W. C. Surpvey, Secretary. 


% 
TULARE COUNTY 


A regular meeting of the Tulare County Medical 
Society was held on Sunday, March 24, at 6:30 p. m. 
at Motley’s Café in Visalia, preceded by dinner. Dr. 
Ray Rosson, presiding. 

Doctor Kohn, 1934 delegate to the special meeting 
of the California Medical Association House of Dele- 
gates, spoke on the actions taken. 

Dr, William A. Winn of Springville was unani- 
mously elected to membership. 

An application for membership was received from 
Dr. John S. Glenn of Visalia and Exeter. 

Dr. H. Glenn Bell, associate professor of surgery 
at the University of California Medical School, and in 
charge of postgraduate instruction in surgery, was our 
guest speaker. He read a most timely paper dealing 
with The Early Surgical Treatment of Acute Cholecystitis. 
Arguments for and against this trend of treatment 
were advanced and elaborated by means of lantern 
slides. Doctor Bell favors the early surgical treatment 
of the acute gall-bladder. General discussion followed 
his paper. 

The remainder of the evening was then devoted to 
a rehearing of the events and actions leading to the 
recent special meeting. Doctor Kohn voiced his per- 
sonal objections to the action taken by the Society at 
the last meeting and to the statements appearing in 
the local paper, and a letter to the secretary was read 
setting forth his objections. 

After lengthy discussion it was felt the matter 
should be deferred for a later opinion. 

Kart F, Weiss, Secretary. 


& 


VENTURA COUNTY 


The monthly meeting of the Ventura County Medi- 
cal Society was held in the Ventura County Clinic 
Building on Tuesday, April 9. 
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Communications read were: 

A resolution from the Industrial Accident Section 
of the Los Angeles County Medical Association con- 
demning the proposed cut in the fee schedule for in- 
dustrial accident cases. 

A letter from the American Medical Association 
differentiating between membership and fellowship in 
the association. : 

A letter from the State Secretary in regard to the 
x-ray fee schedule. Also the one dealing with SERA 
cases. 

The above resolution was heartily endorsed. Our 
delegate was instructed to abide by the recommenda- 
tions of the Association’s special committee in regard 
to the x-ray fee schedule. Doctor Homer was ap- 
pointed chairman of the committee to codperate with 
the local relief administrator. No definite action was 
taken, as the county administrator had received no 
instructions from the state administrator. 

Due to lack of volunteers for duty in the public 
health educational program, it was decided to draft 
speakers for the various communities in the county. 

Dr. Joseph Risser of Los Angeles, who was intro- 
duced by Dr. Sterling Clark, gave an illustrated lecture 
on Scoliosis. A good discussion ensued. 

A. A. Morrison, Secretary. 


CHANGES IN MEMBERSHIP 


(New Members (81) 


Alameda County.—Ernest A. Lopez, John P. Martin. 
Contra Costa County—Tim Leon. 
Los Angeles County— 
Edwin A. Beard 
R. Allen Behrendt 
Louis O. Bennett 
John B. Dooley 
Arthur N. Bobbitt 
Louis Boonshaft 
William W. Braithwaite 
Frank O. Brigham 
Clyde F. Browning 
L. Dudley Bumpus 
Edward M. Butt 
Charles M. Conkling 
Ernest D. Cook 
Burt Lee Doane 
Leland W. Ellis 
A. I. Epstein 
Darius Eshoo 
Jacob F. Feldman 
Harry I. Geshelin 
Arnold L. Gibson 
George H. Ham 
Joseph W. Hankins 
Thomas E. W. Harding 
Harold Harris 


Mendocino County.—Charles A. Craig, Charles W. 
Leach, 


Napa County.——Avonia E. Kiser, C. Lyon Wood. 

Orange County.—George Paulson, Erving L. Rogers. 

Placer County—Ellert E. Lundegaard, Vernon W. 
Padgett. 

Sacramento County.—Elliott L. Adams. 

San Bernardino County—Howard D. Inghram, James 
W. Moreland. 

San Diego County.—William H. Halsey, L. J. Lang- 
lois. 

San Francisco County——Elizabeth Chabanoff, Elson 
J. Masters, Alice Potter, Francis Rochez, Charles L. 
Rubenstein, Edith M. Stoker, William A. Sumner, 
Frederick C. Warnshuis. 

San Luis Obispo County—Harry McGarvey. 

San Mateo County.—John N. Blood, Charles O. 
Morse. 

Santa Clara County—Marshall E. Porter, John C. 
Sharp, John C. Wilson. 

Solano County.—Carlton C. Purviance. 

Stanislaus County——Joseph L. Azevedo, Andrew Van 
de Pol, Harris R. Wilson. 


Harry H. Heidenreich 
N. G. Hickey 

Arthur E. Hollenbeck 
Howard E. Horner 
Delia A. Lynch 

E. F. Maginn 

David G. Miller 
Robert R. Montgomery 
Francis J. Morris 
John R. Neal 
Thomas J. O’Neill 
Solomon Reina 
Frank M. Schmidt 
Hollis E. Sides 
Robert C. Smedley 
Bernard H. Smith 
Richard C. Smith 
Joel J. Pressman 
David T. Proctor 
Lester H. Rhymes 
James Rosoff 

Frank W. Young 
Byron K. Zaring 
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Transferred (3) 


Charles Benninger, Jr., from San Francisco County 
to Butte County. 


Lavon Bramwell, from Orange County to San Ber- 
nardino County. 


Frederick J. Crease, from Kern County to Los 
Angeles County. 
Resigned (3) 


E. M. Bixby, from San Francisco County. 
Ervin J. Caspar, from San Francisco County. 
Clarence Crane, from Humboldt County. 


du Memoriam 


Kelley, Gilbert A. Died at Reno, January 27, 1935, 
age 46. Graduate of the College of Physicians and 
Surgeons, Los Angeles, 1913, and licensed in California 
the same year. Doctor Kelley was a member of the 
Fresno County Medical Association, the California 
Medical Association, and the American Medical As- 
sociation. + 


Moore, Dwight S. Died at Pasadena, March 16, 
1935, age 69. Graduate of the University of Nebraska 
College of Medicine, 1887. Licensed in California in 
1912. Doctor Moore was a member of the Los Angeles 
County Medical Association, the California Medical 
Association, and the American Medical Association. 


CANCER COMMISSION* 


Sunday Conferences 


Sunday, May 12, at the Ahwahnee, the usual micro- 
scopic pathology and radiology conference will be 
held. 


The Pathology Conference will begin at 10 a. m. and 
members will need to arrive in the Valley the evening 
before or drive in from Merced early Sunday morning. 


No microscopes will be available and it will be nec- 
essary for each member to bring his own. 


Space will be limited to forty. Members desiring to 
attend should register at once with the committee or 
with the secretary of the Cancer Commission, 450 Sut- 
ter Street, San Francisco. 


Committee on Pathology Conference: 
Z. E. Bouin 
R. A. GLENN 


Radiology Conference—In view of the examinations 
being held in San Francisco by the American Board of 
Radiology it is proposed to hold only an afternoon 
session of the conference this year. The session, there- 
fore, will be between 2 and 5 p. m., and will be held 
only if a sufficient number of members or registra- 
tions are received. 


Yosemite Valley may be reached by train from San 
Francisco in ample time to attend this meeting, or may 
be reached by automobile from most parts of the state 
in an average time of about seven hours. 


If you will attend the conference, will you kindly 
notify the undersigned at once? 


The Committee on X-Ray Malignance Conference: 


L. H. GarLanp 
R. R. NEWELL 
A. C. SIEFERT 


* The Cancer Commission was brought into being by the 
House of Delegates of the California Medical Association 
to aid in the furtherance of all efforts to combat cancer. 
The roster of officers and the central office of the Com- 
mission to which communications may be sent is printed 
in this issue of CALIFORNIA AND WESTERN MEDICINE (see 
front cover directory). This column is conducted by the 
Secretaries of the Commission. 
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THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION* 


MRS. PHILIP SCHUYLER DOANE .............0......... President 
MRS. ELMER BELT Editor and Chairman of Publicity 


State Auxiliary News 


New County Prospects—Mrs. Arthur W. Walker of 
Riverside, a councilor-at-large, and a member of the 
State Committee on Membership and Organization, has 
reported to the state president, Mrs. Philip Schuyler 
Doane, that an Auxiliary unit is to be formed in San 
Bernardino early in May. At the March meeting of 
the Riverside County Auxiliary, which Mrs. Doane 
attended and addressed, San Bernardino sent repre- 
sentatives and expressed a desire to reorganize. Such 
plans are now proceeding under the leadership of Mrs. 
Walter Pritchard of San Bernardino. Word has come, 
too, from Mrs. Fred J. Davis of Westwood that eligi- 
bles from both Plumas and Lassen counties met on 
March 20, and during a grand flurry of sudden snow 
that in no way diminished their enthusiasm, decided 
to organize and wrote to Mrs. William H. Sargent of 
Oakland, State Chairman of Membership and Organi- 
zation, for guidance, In February the Siskiyou County 
Medical Society wrote, expressing interest and asking 
organization procedure. So before the official year 
terminates in the annual convention at Yosemite, there 
will doubtless be one or even two more counties to 
add to the three already formed since last May. These 
are Kern, Santa Clara, and San Luis Obispo. 


* * * 


County Auxiliary Reports 


Alameda County—The Woman’s Auxiliary to the 
Alameda County Medical Association held their March 
meeting on the 15th at the Claremont Country Club. 
Hostesses for the occasion were: Mrs. N. N. Ashley, 
and Mrs. Leonard and her committee. Luncheon pre- 
ceded the afternoon program, at which Dr. Frederick 
C. Warnshuis, Speaker of the House of Delegates of 
the American Medical Association, and Secretary- 
Treasurer of the California Medical Association, spoke 
upon Medical Legislation. 


The Alameda Auxiliary took an active part as a 
distinct unit in the Community Chest drive. Under 
the leadership of Mrs. William H. Sargent as colonel 
and Mrs. Leonard Barnard as major, a battalion of 
our members achieved the success of obtaining the full 
percentage of their quota. It was an interesting ex- 
perience for the members, who gained much knowl- 
edge of conditions unknown to them before; and also 
performed a real service to the community as well. 


Mrs. A. W. Henry, Publicity Chairman. 
v 7 7 


Contra Costa—The Auxiliary to the Contra Costa 
Medical Society held their March meeting on the 12th 
at the home of Mrs. W. E. Cunningham of Richmond. 
The highlight of the business meeting was the elec- 
tion of officers for 1934-1935, who are: President, Mrs. 
H. L. Carpenter of Richmond; vice-president, Mrs. 
L. H. Hedges, also from Richmond; second vice- 
president, Mrs. M. L. Bolender of Walnut Creek; and 
secretary-treasurer, Mrs. Kaho Daily of Richmond. 


The Hygeia chairman reported on her project of 
contacting schools in the county. Dues have been sent 


* As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Elmer Belt, 
chairman of the Publicity and Publications Committee, 
2200 Live Oak Drive, Los Angeles. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see. adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate two pages 
in every issue for Woman’s Auxiliary notes. 
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in for fifteen members this year. Following the busi- 
ness session, Mrs. Cunningham invited the doctors for 
an hour of music. She presented several numbers, 
some of which were her own compositions. Follow- 
ing the musical program, dainty refreshments were 


served. Mrs. S. N. WeL, Secretary. 
7 y 7 


Kern County.——The Kern County Medical Auxiliary 
met for their March meeting at the Hotel Padre in 
Bakersfield. Luncheon was served at tables gay with 
bouquets of wild flowers fresh from the fields near by. 
Mrs. N. N. Brown, county president, asked as honor 
guest and speaker of the day, Dr. J. P. Dunshee, 
State Director of Public Health, who, accompanied 
by Mrs. Dunshee, had come from Sacramento on a 
tour through the south. Doctor Dunshee, in a clear 
and concise speech, pictured the history of public 
health work in California and outlined the objectives 
of his department. To enlist community interest and 
cooperation in public health work, various civic groups 
and service clubs had been invited to send representa- 
tives, and all responded in fine spirit. There were 
present members from the Women’s University Club, 
the seventh district of the Parent-Teacher Association, 
Exchange Club, Rotary, Kiwanis, Lions, the Dairy- 
men’s Association, Soroptomist, and the Women’s Club 
of Bakersfield. Mrs. Brown announced at the close 
of the meeting that the Kern Auxiliary would support 
a standing committee to be ready to serve in the cause 
of health projects at any time. Mrs. Louis A. Packard 
was in charge of the reservations for the day, and 
Mrs. T. M. McNamara, Jr., assisted Mrs. Brown in 
the general arrangements. 


Mrs. Louis A. Packarp, Secretary. 
7 7 7 


Los Angeles County—QOver 150 members attended 
the luncheon meeting of the Woman’s Auxiliary to 
the Los Angeles County Medical Association held at 
the Association building on March 26, our president, 
Mrs. John V. Barrow, presiding. The absence of one 
of our most cherished friends was keenly felt—that of 
Mrs. Doane, who is making a splendid recovery from 
a serious injury received while motoring. A wire to 
express our comradeship and flowers to cheer her 
progress were sent her direct from the meeting. Mrs. 
Barrow announced the appointment of Mrs. P. A. 
Quaintance, one of our members, as chairman of the 


health program for the tenth district of the Parent- 
Teacher Association. 


In introducing the first of the two speakers of the 
day, Mrs. Mabel V. Socha, the president of the Board 
of Park Commissioners of the city, Mrs. Barrow men- 
tioned the fine work done by this commission for 
the beautification of the city. Mrs. Socha spoke on 
the new Griffith Observatory on the Hollywood hills 
of the park, describing the Planetarium and several of 
the scientific exhibits, and depicting the addition to 
the educational and cultural life of the city of this fine 
contribution. The second speaker was Dr. Nadina R. 
Kavinoky, herself a doctor’s wife, whose subject was 
The Doctor’s Wife in the Community. She stressed the 
fact that we, as doctors’ wives, should be active leaders 
within our field of influence in clubs, Parent-Teacher 
groups, and health organizations. Doctor Kavinoky 
stated that women need particular direction along two 
lines: one concerning reducing diets, and the other 
concerning abortions. She urged women to think in 
terms of the shattered lives resulting from ignorance 
and misinformation, and to remember the importance 
of emphasizing correct health information wherever 
possible. 

On the calendar for the month were also two teas. 
Mrs. Clifford Wright entertained at her home in honor 
of the Hospitality Committee. Among the hostesses 
were: Mesdames Ward Rolland, Robert Carroll, John 
Martin Askey, E. Vincent Askey, E. B. Plimpton, 
R. B. Hope. Mrs. Edward Pallette, Mrs. John V. 
Barrow, Mrs. James F. Percy, and Mrs. Carl Howson 
poured. The second tea was the Assembly Tea, given 


CALIFORNIA AND WESTERN MEDICINE 











Vol. 42, No. 5 





under the direction of Mrs. Donald Charnock, and 
held at the home of Mrs. Frederick Turnbull. Mrs. 
Charnock was assisted by Mrs. C. E. Phillips, Mrs. 
Newell Jones and Mrs. H. F. Whalman, with Mrs. 
Eliot Alden presiding at the tea table. Mrs. John 
Barrow introduced Dr. John Crossen, who explained 
some of the health problems in which he felt the 
Auxiliary could take an active interest. Mrs. Paul 
Quaintance told of her work in the Parent-Teacher 
Association. There were eight new members pledged 
and great interest was shown at this first of the as- 
sembly district functions. 


In conjunction with the Public Health League the 
Auxiliary has been at work this month sending mes- 
sages encouraging favorable action on Bills 954 and 
128. As a result of energetic campaigning on the part 
of organized districts, hundreds of letters and tele- 
grams were dispatched to Sacramento by lay indi- 
viduals. 

Mrs. Harotp Crowe, Corresponding Secretary. 


, = #@ 


Orange County.— The Woman’s Auxiliary to the 
Orange County Medical Association were guests at 
the home of Dr. Harry G. Huffman on Riverside 
Drive in Santa Ana for their last meeting, and en- 
joyed the hospitality of Mrs. Huffman, Mrs. D. C. 
Cowles, Mrs. Milo K. Tedstrom, and Mrs. Kenneth 
Sutherland. Mrs. Hiram M. Currey and her Nomi- 
nating Committee, Mrs. H. A. Johnston and Mrs. H. 
McVicker Smith, reported their choice of Mrs. Ray 
Green as president, Mrs. Sutherland as vice-president, 
Mrs. E. W. Kersten, as secretary, and Mrs. G. W. 
Olson as treasurer, in anticipation of the election in 
May. Discussion of magazine articles on antivivisec- 
tion and of measures before the State Legislature on 
the same subject was held, and Mrs. Green summa- 
rized some of these articles, including one by Dr. 
A. C. Ivy of Northwestern University, which was 
written to bring out the real truths of the antivivi- 
section crusade. 

Delegates named for the annual convention in the 
Yosemite in May are: Mesdames Hiram Currey, Harry 
Huffman, Milo Tedstrom and Ray Green, with Mes- 
dames Dexter Ball, G. W. Olson, Harry E. Zaiser and 
G. Emmett Raitt as alternates. Mrs. Olson and Mrs. 
C. G. Curtis had planned the afternoon’s musical enter- 
tainment of solos, trio selections, and readings, which 
delighted everyone. Tea from a beautiful flower-laden 
table closed the festivities of the day. 


EizaBeTH M. SuTHERLAND, Secretary. 


. 


Sacramento County.— The regular meeting of the 
Woman’s Auxiliary to the Sacramento Society for 
Medical Improvement was held at the home of Mrs. 
E. T. Rulison on March 19, with the president, Mrs. 
Frederick N. Scatena, presiding. Delegates to the 
State convention were chosen as follows: Mrs. Harry 
Kanner, Mrs. Orrin Cook, and Mrs. George Briggs; 
alternates, Mrs. P. H. Guttman, Mrs. Anthony Bos- 
coe, and Mrs. W. J. Van Den Berg. An invitation to 
the Placerville Women’s Club on March 28 from Mrs. 
William Reckers for the members of the Auxiliary 
and their husbands to hear Mr. Frederick Blanshard 
give his characterization of the life of Dickens was 
read, and transportation offered for the trip. 


Mrs. A. M. Henderson presented the special guests 
for the evening, the superintendents of nurses at the 
Sutter, the Mercy, and the County hospitals. Mrs. 
Helen Sparks of the Sutter Hospital spoke on the 
work of the doctors and nurses’ official registry. Fol- 
lowing this, Mrs. T. Binkley gave a most interesting 
synopsis of “The Great Waltz,” which she had seen 
while in New York. Mr. James W. King played with 
fine expression the music of “The Great Waltz” as an 
accompaniment, and made the review intensely inter- 
esting and dramatic. After the review Mrs. E. C. 
Hennessy sang several numbers, accompanied by Mr. 
King. The entire program was greatly enjoyed by the 
more than fifty members present. 
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Mrs. Rulison, assisted by Mesdames W. P. Christ- 
man, R. Soutar, George Foster, A. R. Boscoe, L. C. 
Barrette, E. F. Graham and R. Bramhall, served a 
delicious tea from a beautifully decorated table. 


Sarau L. Brenpet, Corresponding Secretary. 
7 7 vy 


San Diego County.—The regular meeting of the 
Woman’s Auxiliary to the San Diego County Medical 
Society was held at the San Diego Club on March 12. 
The state president, Mrs. Philip Schuyler Doane, was 
honor guest and speaker. She inspired the Auxiliary 
to greater efforts by reports of the splendid achieve- 
ments of the other counties of the State. She told of 
the excellent speakers to be heard at the convention of 
the California Medical Association in May at Yosemite. 
Her talk was most delightful and thoroughly enjoyed. 

The following recommendation was read, submitted 
to a vote, and accepted: “The Board recommends that 
the medical Auxiliary show their approval of the Visit- 
ing Nurses’ Association and of their work in our city 
by donating the sum of $25, the money to be earned 
by the Auxiliary.” It was also decided that the Auxili- 
ary will sponsor a play written by Dr. Lloyd Thomp- 
son, a member of the San Diego County Medical 
Society, and that the proceeds from the play will go 
on the fund for the Pool for Crippled Children. 

Mrs. Emil Black, our president, expressed appreci- 
ation for the delightful Valentine’s day tea, to which 
the Naval Medical Auxiliary invited the members of 
the San Diego County Auxiliary. Our organization 
gave a most successful dinner dance at the San Diego 
Club on March 9, for which about 120 reservations 
were made. : 

Lucite Newron, Secretary. 
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OFFICIAL NOTICE ° 


Change of Date of Annual Session—The annual 
meeting of the Nevada State Medical Association will 
be held on October 25 and 26 at Elko, instead of Sep- 
tember 13 and 14 as previously announced. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
WASHOE COUNTY 


At the regular monthly meeting of the Washoe 
County Medical Society, which was held in the State 
Building on April 9, Dr. L. A. Emge, professor of 
obstetrics and gynecology at the Stanford University 
School of Medicine, was guest speaker. Doctor Emge 
chose as his subjects: 


(1) What has heat to offer in the treatment of 
gonorrhea in women? 


(2) The treatment of intractable dysmenorrhea. 


(3) The control of persistent pain in pelvic malig- 
nancies. 


Beginning with the subject of (1) gonorrhea in 
women, Doctor Emge gave as his opinion that gonor- 
rhea, like typhoid fever, is a self-limited disease, and 
if left strictly alone will tend toward self-cure. He 
warned against meddlesome treatments and urged that 
no local treatment should be used unless absolutely 
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necessary for cleanliness and comfort. He also pointed 
out that it is better to treat urethral involvement by 
internal medication, preferably salicylic hexamethy- 
lenamin, and an increase in fluid intake, than by local 
instillation. He also spoke about smears, pointing out 
that gonococci usually disappear in from four to six 
months, except in Skene’s glands, where they are often 
present from twelve to eighteen months. In this con- 
nection he touched on the question of recurrence of 
the disease, which he considers questionable and which 
he thinks is more likely a new infection, because gonor- 
rhea does not necessarily produce immunity. He cited 
a number of therapeutic measures to be used in the 
late subacute and the early chronic cases, outlining 
various forms of treatment, including destruction of 
Skene’s and Bartholin’s glands by fulguration or 
cauterization, and of the cervix by desiccation or 
cauterization. For upper pelvic pathology, resulting 
from either the primary or secondary infection, he 
advocated hyperpyrexia (hyperthermia) as carried out 
in his clinic by the high temperature bath method. He 
showed that the immediate salvage is somewhere 
around 60 per cent. The results obtained justified 
postponement of surgery in most instances, and in 
fact, the surgical instrument in this series has been 
reduced to a very small fraction of the cases seen. 
Diathermy was discussed, but Doctor Emge was not 
favorably impressed with the final result. 

(2) The treatment of intractable dysmenorrhea by 
alcoholic block of Frankenhauser’s ganglia. 


The anatomy was reviewed, and the technique as 
originally suggested by Blos of Germany was dis- 
cussed. Doctor Emge pointed out that intractable 
dysmenorrhea is a very rare condition, and that most 
dysmenorrheas are readily relieved by other measures. 
He spoke in particular of those types which respond 
to emmenin, laying stress on the fact that the psycho- 
neurotic disturbances accompanying dysmenorrhea re- 
quire special attention. He felt that the present trend 
toward surgical treatment by resection of the pre- 
sacral nerve is unjustified, and that in most instances 
sufferers from primary dysmenorrhea can be relieved 
by the alcoholic block of the pelvic sympathetic nerv- 
ous system, using 70 per cent alcohol containing 5 per 
cent novocain. In this lantern slide demonstrations 
he showed the technique, which is simple and, if fol- 
lowed accurately, quite free from danger. 

(3) The control of pain in pelvic carcinoma. 

Doctor Emge reviewed the work done at the High- 
land Hospital by Doctor DePuy, and showed the tech- 
nique of injecting one cubic centimeter of absolute 
alcohol into the spinal canal as advocated by Dr. 
Clarence DePuy. He cited his own experiences and 
stated that relief is usually obtained for a period of 
six months. He emphasized that the danger of this 
method is trauma to the cord, which can be readily 
avoided, and the possibility of producing a temporary 
bladder paralysis. 

A short general discussion took place after the pres- 
entation of the subjects. 

Tuomas W. Batu, Secretary. 


Can Modify Heritage—Putting equal stress on en- 
vironment and heredity is an excellent point of view 
for the mother to take in the problem of rearing her 
children. “We are likely to say that nothing can be 
done about inherited tendencies, but really a great deal 
can be done by way of modifying them, encouraging 
the good and discouraging the bad traits.” This is the 
opinion of Dr. Herbert B. Wilcox given in an article 
on child training and disease. 


Though a child starts his individual development 
either helped or hindered by the kind of inheritance 
that has come down to him from his forbears, he 
is more likely to inherit favorable than unfavorable 
traits. For that reason, inheritance is by no means 
the only thing and probably not the most important 
thing that determines mental and physical make-up. 
The right kind of treatment will greatly influence any 
inherited tendencies. 
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NEWS 


Coming Meetings 


American Medical Association, Atlantic City, New 
Jersey, June 10-14, 1935. Olin West, M. D., 535 North 
Dearborn Street, Chicago, Secretary. 


American Urological Association, San Francisco, June 
24-28, 1935. William E. Stevens, M.D., 870 Market 
Street, San Francisco, Chairman, Committee on Ar- 
rangements. 


California Medical Association, Yosemite National Park, 
May 13-16, 1935. Frederick C. Warnshuis, M. D., 450 
Sutter Street, San Francisco, Secretary. 


Nevada State Medical Association, Elko, Nevada, 
October 25-26, 1935. Horace J. Brown, P. O. Box 698, 
Reno, Secretary. 


Medical Broadcasts* 


American Medical Association Health Talks. — The 
American Medical Association broadcasts on a west- 
ern network of the Columbia Broadcasting System 
each Thursday afternoon on the Educational Forum 
from 4:30 to 4:45, central standard time. 


The American Medical Association broadcasts, under 
the title “Your Health,” on a Blue network of the 
National Broadcasting Company each Tuesday after- 
noon from 4 to 4:15, central standard time. 
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San Francisco County Medical Society—The radio 
broadcast program for the San Francisco County 
Medical Society for the month of May is as follows: 
Tuesday, May 7—KJBS, 11:15 a. m., and KFRC, 1:15 p.m. 
Tuesday, May 14—KJBS, 11:15 a.m., and KFRC, 1:15 p.m. 
Tuesday, May 21—KJBS, 11:15 a.m., and KFRC, 1:15 p.m. 
Tuesday, May 28—KJBS, 11:15 a.m., and KFRC, 1:15 p.m. 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of May is as follows: 
Saturday, May 4—KFI, 9 a.m. Subject: The New Frontier. 
Saturday, May 4—KFAC, 10:15 a. m. Subject: Your Doctor 

and You. 

Tuesday, May 7—KECA, 11:15 a. m. 

Frontier. 

Saturday, May 11—-KFI, 9 a. m. 
tier. 
Saturday, May 11—KFAC, 10:15 

Doctor and You. 

Tuesday, May 14—KECA, 11:15 a. m. 

Frontier. 

Saturday, May 18S—KF'I, 9 a. m. 
tier. 


Saturday, May 18—KFAC, 10:15 a. m. 
Doctor and You. 


Tuesday, May 21—KECA, 11:15 a. m. 
Frontier. 

Saturday, May 25—KFI, 9 a. m. 
tier. 

Saturday, May 25—KFAC, 10:15 a. m. 
Doctor and You. 


Tuesday, May 28—KECA, 11:15 a. m. 
Frontier. 


Subject: The New 
Subject: The New Fron- 
a. m. Subject: Your 
Subject: The New 
Subject: The New Fron- 
Subject: Your 
Subject: The New 
Subject: The New Fron- 
Subject: Your 
Subject: The New 

* County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day, date and hour, and subject) to CALIFORNIA 


AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 
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Economics.—Social experimentation requires many 
generations if it is to result in anything of lasting 
value. Results never appear in the generation which 
embarked upon experimentation. The great trouble 
in America is that some of us are trying to bite off 
in one session of Congress what it has taken Europe 
fifty years to set in motion. 

We are not standpatters. We are willing to try 
any experiment which looks as though it might be an 
answer to the modern problem of the care of the sick 
poor. But it must be a controlled experiment. We 
must be assured, so far as we can control it, that 
standards of practice will not be lowered. 

Among the interesting points that the operation of 
federal relief has brought to our attention is the mat- 
ter of what doctors shall be upon the relief lists. . . . 


Maternity, and Child Health Provisions in Federal 
Security Bill—A recent United Press dispatch was as 
follows: 

“The Social Security Bill would make a start toward 
a national program to safeguard the children of 
America from economic and physical hazards en- 
dangering their happiness. 

“The comparatively small appropriation provided 
for such purposes is designed to force states to adopt 
certain minimum standards for child aid. 

“Under the bill the Federal Government would con- 
tribute these amounts to states with plans meeting 
federal requirements: $3,800,000 for maternal and child 
health aid; $2,850,000 for crippled children aid; $1,- 
500,000 for child welfare; $841,000 for vocational re- 
habilitation. 

“According to Katharine Lenroot, chief of the Labor 
Department’s Children’s Bureau, the program under 
the bill ‘is in no sense representative of a complete 
child-welfare or child-health program in this country.’ 
‘The provisions,’ she testified before a House com- 
mittee, ‘would only attempt to make universally avail- 
able throughout the United States certain minimum 
measures of public protection without which any pri- 
vate effort or any purely local effort is bound to be 
spotty and to be most inadequate in the places and 
areas where children are in the greatest need.’ 

“As the years go by, if the bill is enacted, there are 
plans for broadening its scope. 

“The maternal and child health aid provision is de- 
signed ‘to promote health of mothers and children, 
especially in rural areas and areas where there is 
severe economic distress.’ The $3,800,000 appropri- 
ation would be divided among the states partly on the 
basis of live births and partly according to financial 
needs. The states also must provide contributions. 

“For crippled children the bill sets aside $2,850,000, 
divided $20,000 to each state with an approved plan, 
and the remainder divided on a basis of the number 
of crippled children in need of aid. 

“The Federal Government also would divide among 
the states annually $1,500,000 for adequate services ‘to 
protect and care for homeless, dependent and neg- 
lected children.’ Each state would receive $10,000 and 
a proportionate share of the remainder on the basis 
of their rural population proportion. 

“The bill appropriates $841,000 for aiding states in 
vocational rehabilitation of physically disabled youths. 
“Tt carries $8,000,000 for public health work, allotted 
to states on the basis of population, special health 
problems, and financial needs. In addition, $2,000,000 
is provided for federal public health service investiga- 
tions of disease and sanitation, especially in rural 
areas.” 
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Scientists Do Advanced Work in California.—A sur- 
vey published in the Princeton Alumni Weekly indicates 
that more promising young chemists, mathematicians 
and psysicists—winners of coveted fellowships of the 
National Research Council—have done their work in 
California than in any other state. 

Thirty-seven products of the graduate school of the 
University of California and thirty-one holders of 
higher degrees from the California Institute of Tech- 
nology have won National Research Council grants 
in the three physical sciences, the receipt of which, 
the article points out, “is counted one of the highest 
honors for a young scientist—and an honor both for 
the university which trained him and the university to 
which he goes for his advanced work.” 

Seventy-nine physical scientists, trained at other 
universities, have chosen to work, under their grants, 
at California Institute of Technology and forty at the 
University of California. 

Thus 187 fellowship holders have either been pro- 
duced in California or have worked in it, a record 
which surpasses that of any other state. Massachu- 
sets is second with 167. 


Contraceptives and Cancer.—The American Society 
for the Control of Cancer has the following to say on 
this subject: 

“With the rapidly extending and increasing use of 
contraceptive methods come long debated relation- 
ships between certain of these methods and the inci- 
dence of uterine or vaginal cancer assumes a position 
of greater importance. 

“Two general types of contraceptive procedure are 
to be considered—the chemical and the mechanical. 
A third method, namely, that of sterilization can be 
dismissed with the unfortunate and revealing state- 
ment that no body of available data is recorded which 
enables anyone to state whether sterilized women have 
less cancer, more cancer or the same amount of cancer 
as fertile individuals. 

“Chemical contraception is based on the spermicidal 
efficiency of the substance or substances used. The 
question of the possibility that such methods may 
allow injured spermatozoa to complete the process 
of fertilization need not be considered here. The point 
at issue is the potentiality for setting up chronic irri- 
tation which some spermicidal chemicals unquestion- 
ably possess. In as much as other available spermi- 
cides do not possess this quality, the real need is for 
information which will enable the layman to distin- 
guish between the irritating and the non-irritating 
chemicals so that the latter may always be chosen. 

“Mechanical contraception relies on a devise which 
will prevent the spermatozoa from entering the uterus 
and completing the process of fertilization. 


“In this case the possibility of irritation is again the 
question to be considered. Mechanical devices of metal 
or of other hard substances which may produce 
trauma or by surface contact irritate the lining of the 
female reproductive tract should always be avoided. 


“Several types of mechanical device made of non- 
irritating material are in general use. There is no evi- 
dence that these have any carcinogenic action what- 
ever, 


“It should also be pointed out that abortion, es- 
pecially that which is self-induced by mechanical 
means, is fraught with grave dangers. 


“The whole matter resolves itself to a simple process 
of utilizing intelligently what is already known of the 
relationship between chronic irritation and cancer, to 
avoid carefully the use of any contraceptive method 
which involves that unnecessary and dangerous risk. 
This can be done easily and effectively and should 
result in making clear to those of the general public 
who employ contraceptives the fact that no casual 
relationship between contraception and the incidence 
of cancer need exist.” 
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Academy of Physical Medicine.—The annual meet- 
ing will be held June 12 and 13, at the Claridge Hotel, 
Atlantic City, New Jersey. For further details, ad- 
dress Arthur H. Ring, M. D., secretary-treasurer, Ar- 
lington, Massachusetts. 


American Public Health Association—The sixty- 
fourth annual meeting of the American Public Health 
Association will be held in Milwaukee, Wisconsin, 
October 7 to 10, 1935. This organization is a society 
of 4,500 professional public health workers whose 
annual sessions review developments in health pro- 
tection and promotion, and outline plans and policies 
for future advances. 

A health exhibit featuring commercial, scientific and 
educational displays is a feature of the American Pub- 
lic Health Association annual meetings and will be 
conducted as usual at Milwaukee. . 


The preliminary program plans include special ses- 
sions on The Role of a Health Department in a Pro- 
gram of Social Security, Mental Hygiene, Profes- 
sional Education, Veterinary Public Health, Diph- 
theria Immunization, and a session upon the history 
and achievements of the Association’s Committee on 
Administrative Practice, celebrating its fifteenth anni- 
versary. 


The ten sections of the association—Health Officers, 
Laboratory, Vital Statistics, public Health Engineer- 
ing, Industrial Hygiene, Food and Nutrition, Child 
Hygiene, Public Health Education, Public Health 
Nursing, Epidemiology — will discuss pneumonia, 
trench mouth, syphilis, measles, outdoor bathing 
places, scarlet fever, milk sanitation, water sanitation, 
foods, health education, and many other topics repre- 
senting the responsibilities of health authorities. 

The chairman of the local Committee on Arrange- 
ments is Dr. John P. Koehler, Health Officer of Mil- 
waukee. The American Public Health Association at 
50 West Fiftieth Street, New York City, will be glad 
to send program outlines on request. 


Western Branch, American Public Health Associa- 
tion.—The sixth annual meeting of the Western 
Branch, American Public Health Association, will be 
held in Helena, Montana, July 1, 2 and 3. Public 
health matters of special interest to the West will be 
discussed, and a program of unusual value is being 
arranged by Dr. W. F. Cogswell, State Health Officer 
of Montana, president-elect of the Western Branch, 
and chairman of the Committee on Meetings and Pub- 
lications. 

Public health problems among western Indians; 
peculiarities of western water and sewage disposal 
systems; new plans for public health developments by 
the Federal Government; latest advances in the con- 
trol of Rocky Mountain spotted fever, undulant fever, 
tularemia, silicosis, psittacosis; home nursing of com- 
municable diseases; various aspects of tuberculosis, 
and modern advances in health education are among 
the subjects to be discussed. Among the distinguished 
guests expected are Miss Katherine Lenroot, United 
States Children’s Bureau; Miss Josephine Roche, 
Third Assistant Secretary of the Treasury; Dr. 
Thomas R. Crowder, chief surgeon of the Pullman 
Company; Dr. A. J. Chesley, State Health Officer of 
Minnesota; Dr. Thomas A. Parran, Health Commis- 
sioner of New York; Dr. E. L. Bishop, Medical Di- 
rector of the Tennessee Valley Authority; Mrs. Helen 
LaMalle, superintendent of nursing, Metropolitan Life 
Insurance Company, New York City, and others. 

The meeting will be held in conjunction with the 
annual meeting of the Montana State Medical Asso- 
ciation. 


For information, address W. P. Shepard, M.D., 600 
Stockton Street, San Francisco, secretary. 
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Pending Health Legislation Concerning Laboratories 

Senate Bill 21.—S. B. 21, introduced by Senator Her- 
bert W. Slater and referred to the Committee on 
Public Health and Quarantine. Under the provisions 
of this bill it would be unlawful to sell or distribute 
any serum, vaccine, bacterial culture or virus not pro- 
duced by laboratories approved by the Bureau of 
Laboratories of the State Department of Public 
Health. It requires the State Board of Public Health 
to make rules and regulations for the production, la- 
beling and storage of serums, vaccines and similar 
products, except those specifically approved and 
licensed by the United States Public Health Service. 
A fee of $5 for license is required the first of the year 
which shall be renewable upon the payment of an 
annual fee of $2. The bill provides that reasonable 
charges be made for analyzing and testing the prod- 
ucts of the licensee. Licenses may be revoked or sus- 
pended for cause. Funds collected under the pro- 
visions of the act will be credited to the general fund. 

Senate Bill 98.—S. B. 98, introduced by Senator Her- 
bert W. Slater and referred to the Committee on 
Public Health and Quarantine. This bill provides for 
the licensure of persons who perform diagnostic tests 
on material from persons who may suffer from infec- 
tious or contagious diseases. Licensees must hold cer- 
tificate as qualified technician issued by the State 
Board of Public Health. Licensed physicians are ex- 
empt from the provisions of the act in so far as it 
applies to examinations of their own patients. Special 
examiners may be employed by the board to conduct 
examinations of technicians, payment to be made to 
such examiners from fees collected from applicants 
for examination. A fee of $5 is required with the ap- 
plication and an annual renewal fee not exceeding $1 
is required. Nonpayment of fee brings cancellation of 
license. Fees are to be credited to a special fund for 
the administration of the act. This bill does not license 
laboratories nor does it in any way restrict the con- 
duct of laboratories, but it does provide for the cer- 
tification of technicians working in such laboratories 
in so far as procedures involving communicable dis- 
ease specimens are concerned. Provision is made that 
the act shall not become effective before one year 
after its passage. 


Senate Bill 392—S. B. 392, introduced by Senator 
H. L. Parkman and referred to the Committee on 
Public Health and Quarantine. This bill relates to the 
conduct of clinical laboratories and the licensing of 
technologists and defines a chemical laboratory and 
technologist. A technologist is defined as any prac- 
titioner of the healing arts licensed in California who 
shall specialize in general clinical laboratory work for 
at least three years, and any other person who, for a 
period of more than eight years prior to the enactment 
of the bill shall have been engaged continuously in 
the direction of a clinical laboratory in California, as 
well as other persons who may qualify through exam- 
inations conducted under rules and regulations pro- 
mulgated by the State Board of Public Health. 

Assembly Bill 1943, introduced by Assemblyman H. B. 
Scudder and referred to the Committee on Medical 
and Dental Laws. This bill provides for the certifica- 
tion of laboratory technicians by the State Board of 
Public Health, but limits those who may conduct 
laboratories to doctors of medicine. Annual permit 
fees are fixed at not less than $5 and not more than 
$50 = established by the State Board of Public 
Health. 


Pure Foods and Drugs Act.—The press service of 
the United States Department of Agriculture reports 
as follows: 


“The makers of Kal, Inc., and Bernard Ackerman, 
shippers of ‘Kal,’ were fined a total of $153 at Los 
Angeles. ‘Kal,’ a compound of lime, prosphorus, rice 
by-products, a malt product and cocoa, was labeled 
with claims of benefit in tooth decay, acidosis, nervous 
irregularities, rickets, anemia, pyorrhea, glandular dis- 
orders, high and low blood pressure, asthma, hay fever 
and tuberculosis, which claims the government alleged 
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were false and fraudulent, as an article of such com- 
position could have no appreciable effect against those 
disease conditions. ‘Kal’ sold at 65 cents a pound. 

“Patent medicines confiscated last month included 
‘Pyorrhex Chewing Gum,’ labeled as a preventive of 
pyorrhea; ‘Poloris Dental Poultice,’ for toothache, 
abscess, pyorrhea and gingivitis; ‘Lucorol’ for women; 
‘Tussamag,’ a cough syrup bearing claims for bron- 
chitis, asthma, whooping cough, pneumonia and tu- 
berculosis; ‘Ditman’s Sea Salt,’ an impure rock salt 
labeled as a treatment for rheumatism and debility; 
‘Chlorine Respirine,’ a mixture of petrolatum with 
calcium compounds, for bronchitis, laryngitis, whoop- 
ing cough and influenza; ‘Kay’s Ointment,’ ‘Kay’s Leg 
Powder’ and ‘Kay’s Oil,’ for leg sores; ‘Vaporine 
Ointment’ for coughs, congestion, catarrh and ton- 
sillitis; and ‘Antiseptine,’ which was found to be not 
antiseptic, and bore claims of benefit in cases of laryn- 
gitis, pharyngitis, tonsillitis, sore throat, rheumatism 
and dandruff. In all instances, the government alleged 
that the medicinal claims made for these articles were 
in excess of their possibilities.” 

Two men have each been sentenced to two years 
in a federal penitentiary for conspiracy to violate the 
Federal Foods and Drugs Act by falsely labeling and 
selling “Warm Springs Crystal Compound” as coming 
from the Georgia springs of that name. The “crystals” 
did not come from that source and were only a simple 
laxative composed of Glauber’s salts, similar in action 
to Epsom salts. The “crystals” cost only a few cents 
a pound and were sold for a dollar a pound. 


Pan-American Medical Association. — Announce- 
ment of a floating congress to Brazil and West Indies, 
July 18 to August 28,* 1935, is as follows: 

The Pan-American Medical Association announces 
its sixth scientific congress, to be held this coming 
some in the form of a cruise to Brazil and the West 

ndies. 

This congress is of interest to all medical men be- 
cause of its very definite scientific advantages, the 
opportunity it offers to establish social contacts of 
lasting value, and its unusual attractions as a vacation 
voyage, coming at a season of the year when one can 
most conveniently be away from active practice. 

Here are a few brief facts concerning the congress- 
cruise: 

We shall sail from New York on July 18, returning 
on August 28. 

Our ship is the steamship Columbia, the largest 
liner ever to cruise to South America. She offers the 
utmost in travel comfort and luxury, with the atmos- 
phere of a smart beach club. Social and sports activi- 
ties on board ship will be varied and delightful. 

The itinerary includes Havana, Curacao, Trinidad, 
Santo Domingo and Jamaica in the West Indies, and 
Rio de Janeiro, Santos and Sao Paulo in Brazil, where 
we shall be welcomed with traditional Brazilian hos- 
pitality. Comprehensive programs of sightseeing may 
be enjoyed at all of the ports visited. 

The medical activities will be divided into seventeen 
sections, representing all branches of medicine. The 
scientific program to be conducted during the voyage 
on the Columbia will consist of twenty-four papers to 
be presented before each one of these sections. The 
Brazilian medical profession has arranged scientific 
sessions at Rio de Janeiro and Sao Paulo with special 
exhibits at the famous Oswaldo Cruz Institute of 
Tropical Medicine and at the renowned Sao Paulo 
University with its Instituto Sero-Theropeutico. 

It is the purpose of the congress to blend the best 
practical medical thought with the cultural influences 
of international contacts, and at the same time to pro- 
vide a truly worth while travel experience. 

Members of the medical profession, in good stand- 
ing, are invited to join the congress-cruise with their 
wives and families. They may also invite a limited 
number of non-medical friends. All applications for 
cruise membership must be approved by the Com- 
mittee on Credentials and Programs. 


* See page 406 regarding change of date. 
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The officers of this Association have succeeded in 
obtaining the most reasonable rates possible for the 
forty-one-day cruise on such a luxurious liner. 


Additional information can be obtained from Joseph 
J. Eller, director general, 745 Fifth Avenue, New 
York, N. Y., or Charles Pierre Mathé, vice-president, 
450 Sutter Street, San Francisco, or Albert Soiland, 
regional director, 1407 South Hope Street, Los An- 
geles. 


Thomas Cook & Son, Wagons-Lits, Inc., have been 
appointed official travel agents for the cruise and will 


handle all reservations, subject to the approval of the 
Association. 


STATE HEALTH INSURANCE 


The San Francisco Chronicle, under date of April 12, 
printed the following story of the State health in- 
surance plan, as provided for in Senate Bill 454: 


Establishment of a system of State health insurance 
for persons with incomes less than $3,000 annually was 
recommended to the legislature. 


The recommendations followed a study of many months 
and carried with them the legislation to create a health 
service fund to be administered by the State. 


Creation of a Health Insurance Commission of five 
members, to be appointed by the Governor, is provided 
for in a bill by Senators Edward H. Tickle, Carmel; Dan 
E. Williams, Chinese Flat; and Leonard J. Difani, River- 
side. The three Senators, together with Celestine J. Sulli- 
van, LL. D., composed the Senate committee on investi- 
gation of the high cost of sickness. 

“The Health Service Insurance Act,” states the com- 
mittee report, ‘‘we believe is for the public good, based 
upon incontestable facts, the health rights and needs of 
the public.”’ 


To meet costs of such a system, provisions were made 


in the bill now before the Senate to set up a “health serv- 
ice fund” from contributions by employers and employees. 


In brief, the fund contributions would be as follows: 


It would be unlawful for any employer to deduct from 
the wages of any employee with respect to whom any 
amount is payable, a sum greater than 3% per cent of the 
wage. 

Private employers other than to whom certificates of 
compliance have been issued will pay to the Health 
Commission an amount equal to 5 per cent of wages paid 
to his employees. However, credits could be taken by the 
employer because of deductions for Workman’s Compen- 
sation Insurance payments and income taxes for appli- 
cation against the 5 per cent levy. 

Private employers would deduct 12 cents a day from the 
wages of casual employees and pay that amount into the 
State fund without further additional sums contributed by 
the employer. 

State employees, other than casual employees, would 
pay into the State fund 3% per cent of their wages. 
From the general and other funds of the State, the Gov- 
ernment would pay another 1% per cent of the wages of 
its employees to create a sufficient health insurance fund 
for them. 

Employers maintaining their own health insurance or- 
ganizations and hospitals would be granted compliance 
certificates. These employers, however, would be com- 
pelled to make payments to set up health insurance funds 
for the dependents of employees. 

More than $100,000 was expended in the study of health 
needs in California. All of this money was contributed 
privately. [Thirty thousand dollars by the California 
Medical Association and seventy thousand dollars by the 
SERA, through the California State Board of Health.] 
The health survey contacted a total of 20,560 families. 
Medical facilities within the State were declared to be un- 
evenly divided, and the State was found to have a higher 
proportion of physicians to the population than any other 
State in the Union. Hospitals were declared to be suffer- 
ing from poor financial conditions. .. . 

Free choice of physicians, dentists, and hospitals would 
be permitted those insured. It is estimated that two 
million persons would be affected by the State system. 


* * * 


Points in Senate Plan for Health Service Insurance.* 
A commission of five members serving four years at 
a salary of $8,000 is to be appointed by the Governor. 

Two members are to be physicians, who shall de- 
cide on all professional matters, including standards, 
service and compensation. 

The commission shall appoint a physician as medi- 
cal director and name his salary upon which no limits 
are set. 


* Reprinted from Clearance, Vol. 1, No. 6, April, 1935. 
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The commission shall appoint an advisory council 
of ten members, two of whom shall be representatives 
of the California Medical Association; the others rep- 
resenting dentists, nurses, hospitals, employers, em- 
ployees, and agriculture. 


The commission is to determine all rates and fees. 
The commission is given control over all persons 
and groups furnishing any kind of benefit health serv- 
ice or any other medical, dental, or hospital service. 


The commission may coéperate to improve public 
health. 


The commission’s judicial powers relative to the 
proposed health service are not subject to repeal. 


All physicians, dentists, and agencies giving health 
service must be licensed by the commission. 


Benefits would be available to any resident with an 
income less than $3,000, to his dependent spouse and 
minor children, provided he passes a physical exami- 
nation. 


The beneficiary must pay 50 per cent of the first 
professional visit, and 25 per cent of the first day’s 
hospitalization. 


Benefits would be as follows: 

Service of physician limited to twenty-six weeks. 

Services of laboratories as prescribed by physician. 

Tooth extractions. Other therapeutic dental serv- 
ices prescribed by physician. 

Prenatal and maternity treatment. 

Hospital and nursing care prescribed by physician. 
Hospital care limited to 111 days; first twenty-five 
free, remainder at 15 per cent of cost. 

Essential drugs and medicines prescribed by phy- 
sician. 

Employers giving similar service may continue such 
service under a certificate of compliance issued by the 
commission. 

Premiums are to be directly proportional to the 
average annual net income. Minimum premium set 
for income of $1,000. 

Employers must pay premiums equal to 5 per cent 
of employees’ wages. 

Employees’ share is 3.5 per cent. Employer may 
lawfully deduct this amount from employees’ wages. 

Free choice of physician, dentist, and hospital is 
guaranteed. 

Further benefits for a particular sickness are denied 
any patient refusing to follow treatment prescribed 
by attending physician. 

Employers are held responsible for compliance with 
all the provisions of the Act. 


CORRESPONDENCE 


Concerning A. B. 2397 (a County Hospital bill).* 


To the Editor:—For your information I am enclos- 
ing copy of a letter to Mr. S. L. Heisinger, relative to 
Assembly Bill No. 2397 


Sincerely, 
J. C. Geicer, M. D. 
Director of Public Health. 


v v 7 
My dear Mr. Heisinger: 


Replying to your letter of April 4, may I state that I 
have read very carefully Assembly Bill No. 2397, and at 
your request am giving you my impressions of the same. 


As I see it, this bill will allow the Board of Supervisors, 
on a petition of 25 per cent of the registered voters of the 
county, to establish a system of hospital insurance and 
would place each county that adopted such a system in 
the position of caring not only for the indigents of the 
county, but for those well able to support hospitalization 
at their own expense. I feel that this is a vicious prac- 
tice, particularly that portion of the first paragraph which 
provides that the subscribers may procure special service, 
private or semi-private rooms, additional or special nurs- 
ing service for additional payment 

This would clearly establish class in a public hospital 
maintained by the taxpayers, and I feel that the county 
has no right to embark on such an activity wherein they 


* For other comments on this bill, see April issue of 
CALIFORNIA AND WESTERN MEDICINE, page 273. 
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will definitely have in the same institution a system 
whereby unfortunates who might for the time be indi- 
gent are pointed out by classification as such. 

I feel also that the county would lose control of its 
institution if the patients in said public institution were 
permitted to select their own doctors. 


Sincerely, 
J. C. GEIGER, M. D., 
Director of Public Health. 


Concerning a Medical Practice Act Amendment 
(Senate Bill 155). 
Sacramento, April 4, 1935. 


To the Editor:—In the March issue of. CALIFORNIA 
AND WESTERN MEDICINE, page 229, in the list of public 
health bills, under the heading “Proposed Public 
Health Legislation,” appears a comment on Senate 
Bill 155, amending Section 10 of the Medical Practice 
Act, which gives a wrong impression of the purposes 
of the bill. The notation indicates that said bill will 
lower existing standards. Such is not the case. 

This bill is in line with resolutions passed some time 
ago by the Federation of State Medical Boards of 
the United States, and we understand supported by the 
Council on Medical Education and Hospitals of the 
American Medical Association. 

Careful reading: of the bill will disclose that gradu- 
ates of foreign institutions, in addition to presenting 
documentary evidence of the completion of the re- 
quired course of instruction in the California Medical 
Practice Act substantiated by a medical diploma from 
an approved foreign school and a license to practice 
medicine issued in the country where said school is 
located, must also complete a one-year interneship in 
an approved United States hospital, or complete the 
senior year in an approved medical school located in 
the United States before said applicant will be eligible 
to be admitted to a written examination for a license 
to practice in this State. 

The records show a very heavy influx of foreign 
graduates, who seek to practice in the various states 
in the Union. Experience indicates the practical im- 
possibility of verifying many of the credentials pre- 
sented. No information can be obtained from Russia 
and but little from Germany. 

Reports published in the American Medical Associ- 
ation journal of licenses issued in the State of New 
York indicate a surprising number of foreign licen- 
tiates admitted to practice in that state on endorse- 
ment of credentials only, no examination (unless it 
may be a knowledge of the English language only) 
having been required. These same applicants seek 
entry into California on their New York license so 
issued; however, they are all denied direct reciprocity 
because they fail to fulfill the statutory requirements 
of California’s Medical Practice Act. Many file appli- 
cations for written examination, and then our troubles 
begin in an endeavor to satisfactorily verify their cre- 
dentials. This is made more complicated because of 
the universal European system of spending but a short 
time, i. ¢., one or two semesters, in resident study at 
one institution, The credentials of many applicants 
from Germany show their claim to have attended at 
least six medical schools before obtaining the right to 
practice in that country. 

We leave to the decision of the medical profession 
in California as to whether this legislation should be 
passed. 

Very truly yours, 
C. B. Pinxuam, M.D., 
Secretary-Treasurer, State Board of 
Medical Examiners. 


Concerning change of sailing date in Pan-American 
cruise. 


To the Editor:—Please note important change in 
ship, time of sailing, and shortening of Pan-American 
Medical Association’s cruise, made necessary by the 
fact that the steamship Columbia, which had been char- 
tered, has been discontinued from cruise service. The 
officers of the Pan-American Medical Association have 
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succeeded in chartering the Queen of Bermuda, a most 
luxuriously equipped ship which has a private bath 
in every room. This, of itself, is a much desired con- 
venience which will be appreciated by every traveling 
member. Another advantage, in the opinion of many 
of us, is that the sailing date has been advanced to 
June 29 from New York, on to Rio de Janeiro via the 
West Indies, returning August 1. Practically the same 
itinerary that was contemplated in the original cruise 
will be carried out. 


ALBERT SOILAND, 
Member-Governor of Cruise. 


Concerning Industrial Accident Commission fee 
table. 


To the Editor:—The following resolution has been 
unanimously endorsed by the Board of Councilors of 
the Los Angeles County Medical Association: 


WHEREAS, We are advised that the State Compensation 
Insurance Fund has applied for a hearing before the In- 
dustrial Accident Commission for a reduction of 25 to 50 
per cent in the fee schedule for professional services ren- 
dered industrial accident patients; and 


WHEREAS, The fee schedule for professional services is 
already much below that for similar work in private prac- 
tice; being in fact so low that the fees granted are really 
less than they should be when all the responsibilities of 
the Fund, the workers, and the physicians are honestly 
taken into account; and 


WHEREAS, For the Fund to lower its fee schedule still 
more would work a gross injustice to physicians who as 
a class and as individuals are also workers, and who as 
a class give gratuitous service, which if translated into 
money values far exceeds that given by any other group 
to the care of indigent citizens; and 


WHEREAS, Actuarial records increasingly show with the 
passing years that the best investment for the economic 
administration of an insurance carrier (and that includes 
the State Fund) is a personnel on the industrial panel of 
the ablest type of physicians; since through their services 
there are fewer temporary and permanent disabilities; and 

WHEREAS, The organized medical profession of the State 
as represented by the California Medical Association and 
its component county societies, is opposed to such a re- 
duction of fees; because to do so will be to the injury of 
the working men and women of California who come 
under the jurisdiction of the Workmen’s Compensation 
Act, and be to the detriment and disadvantage of the 
State Treasury and to the State Fund, and would work a 
gross injustice upon the members of the medical pro- 
fession, through whose efficient services much of the past 
success of the State Compensation Insurance Fund has 
been due; now, therefore, be it 

Resolved, That on behalf of the organized medical pro- 
fession of California, the Industrial Accident Section of 
the Los Angeles County Medical Association herewith re- 
spectfully requests the Industrial Accident Commission 
to take no such action as has been proposed by the State 
Compensation Insurance Fund; and be it further 

Resolved, That copies of these resolutions be sent to 
His Excellency, Governor Frank Merriam, to each of the 
Fund commissioners, to the manager of the Fund, to the 
California Medical Association and to each of its compo- 
nent county societies, and to the official publication of the 
California Medical Association. 

March 14, 1935. 


INDUSTRIAL ACCIDENT SECTION OF THE LOS ANGELES 
CouNTY MEDICAL ASSOCIATION. 


By Floyd Thurber, M. D., Secretary. 


Concerning communicable diseases. 


To the Editor:—The Department of Public Health 
of the city and county of San Francisco submits the 
following: 


MEETING OF THE ADVISORY COMMITTEE ON ACUTE 
ANTERIOR POLIOMYELITIS 


At the invitation of the Director of Public Health, a 
special meeting of the Advisory Committee on acute an- 
terior poliomyelitis was held at the San Francisco Hospi- 
tal on April 4, 1935, to consider special questions of 
importance concerning poliomyelitis and other communi- 
cable diseases. The following resolutions and recom- 
mendations were unanimously adopted: 


RESOLUTION ON POLIOMYELITIS VACCINE 


WHEREAS, The use of vaccine for the active immuniza- 
tion against poliomyelitis is still in the experimental 
stage; and 

WHEREAS, The duration of immunity, if any, so pro- 
duced is unknown; and 

WHEREAS, The determination of susceptible individuals 
is impractical with present methods; therefore, be it 

Resolved, That the Advisory Poliomyelitis Committee 
recommends to the Director of Public Health that he take 
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no active stand favoring the use of this vaccine until its 
value has been more fully demonstrated. 

The committee further recommends that the experi- 
mental administration of this vaccine be restricted to 
properly qualified research institutions. In addition, the 
committee is not convinced of the harmlessness of prepa- 
rations containing the living virus of poliomyelitis. 

In conclusion, the committee desires to quote from an 
abstract of an article by Maurice Brodie et al., in Science, 
Vol. 82, No. 2100, March 19, 1935: 

“However, the incidence of the disease is so low and 
the preparation of the vaccine so expensive that its ap- 
plication is limited. It has been found that not only 
convalescents, but also many normal children, even in the 
susceptible age group, have antiviral substances in their 
blood. Vaccination should be limited to those without any 
antibody.” (The italics are ours.) 


RECOMMENDATION ON SCARLET FEVER IMMUNIZATION 


Despite the rising endemicity of scarlet fever in the 
city and county of San Francisco, the committee recom- 
mends to the Director of Public Health that immunization 
against scarlet fever should not be approved. 


RECOMMENDATION ON PASSIVE IMMUNIZATION 
AGAINST MEASLES 


The committee recognizes the value of whole blood 
convalescent serum and placental extract as an agent for 
the passive immunization of maximum six weeks’ dura- 
tion against measles. The committee is of the opinion 
that it should be administered only in special family or 
institutional groups or under other extenuating circum- 


stances when indicated in the judgment of the attending 
physician. 


When such preparations are used, the committee again 
wishes to emphasize that they should be prepared by ac- 
credited laboratories and under the standardization of 
technique formerly laid down by the Department of Pub- 
lic Health for the preparation of poliomyelitis serum. 


RECOMMENDATION OF DIPHTHERIA IMMUNIZATION 


The committee recommends immunization against diph- 
theria be done at the age of one year, and further states 
that this procedure is the responsibility of the physician 
in charge of the infant at that time. 


Respectfully submitted by the committee: 


. F. MEYER, Ph.D. 

. P. Lucas, M.D. 

. B. SHAw, M.D. 

. K. FABER, M.D. 
J. W. Warp, M.D. 
TI. W. THORNE, M.D. 
Approved: 

J. C. GEIGER, M.D., 

Director of Public Health. 


Concerning diphtheria immunization by physicians 
in private practice. 


To the Editor:—Enclosed is a description of a plan 
for diphtheria immunization by private physicians to 
be followed in San Francisco. 


On authority from the Director of Public Health. 


April 9, 1935. Paut S. Barrett, M. D., 
Director, Bureau of Child Hygiene. 


CONTINUOUS CAMPAIGN FOR IMMUNIZATION AGAINST 
DIPHTHERIA NECESSARY * 


A movement of interest to physicians will be announced 
during the month of April by the May Day Committee of 
the State and Provincial Health Authorities of North 
America, together with the American Child Health As- 
sociation, as the May Day-Child Health Day Project for 
1935. A determined effort will be launched to promote 
diphtheria immunization. According to notifications sent 
to natioral health organizations and to the press, the ob- 
jective was chosen because there has been no reduction 
since 1930 in the number of deaths from diphtheria 
throughout the United States. Some states have accom- 
plished a notable reduction in the number of deaths; 
therefore it must follow that others have suffered in- 
creases. This means that diphtheria immunization in the 
United States has not been uniformly and consistently 
applied. The committee announces its belief that im- 
munization should be the work of the private physician. 
State health officers will be asked to send a communica- 
tion to each physician in the State urging (1) that he 
remind his patients who have children under school age 
of the need for immunization, (2) that he ask his patients 
to bring their children to be immunized, and (3) that he 
make it a routine of his practice in the future to im- 
munize during the first year of life all babies under his 
care. The medical profession, which has never been en- 
thusiastic about sporadic health drives, may well support 
this effort, which uses May Day merely as a taking-off 
place and a means of attracting the attention of the pub- 
lic. The objective of the plan is to immunize all children 
between the ages of six months and six years and to 
maintain this as a continuing service. It is hoped that 
coéperation will be developed in the states between the 


* Editorial in The Journal of the American Medical As- 
sociation for March 16, 1935. 
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department of public health and the medical profession, 
since both agencies are necessary for the success of any 
community plan for diphtheria control. The Board of 
Trustees of the American Medical Association, on request 
of the American Child Health Association, urges phy- 
sicians to assist and codperate in this plan. 


o> Fue 


To the Physicians of San Francisco:—Last year the 
County Medical Society and the Department of Public 
Health inaugurated a campaign to encourage immuniza- 
tion of children by the private physician. The approach 
last year through publicity and pamphlets was to the pub- 
lic at large. The above editorial points out a fact which 
has been repeatedly called to the attention of the phy- 
sicians that the responsibility for getting the work done 
rests with the physician himself. In other words, every 
physician doing this work must mention immunization to 
parents whenever a contact is made. 

Not infrequently physicians are fearful lest their motives 
in urging immunization be considered of a mercenary 
nature. While public health education should never be 
considered commercial, it would seem advisable to protect 
the private physician from the possibility of such a criti- 
cism. The Director of Public Health, therefore, is pleased 
to approach the public through the physician himself. To 
this end a certificate as illustrated will be issued to phy- 
sicians desiring to assist in the immunization campaign 
for display in their offices. In addition, copies of the ac- 
companying letter will be delivered to physicians upon 
their request, to be sent out to bona fide patients of the 
physicians themselves. 

It is hoped by this method to continue the campaign 
of education which was started last year to put immuni- 
zation where it rightfully belongs—in the office of the 
privately practicing physician. It is requested, however, 
that only such physicians who actually intend to do im- 
munization work shall request these letters and certificate. 

With the opening of schools in August, the same pub- 
licity will be given to the subject of immunization as last 
year, both by the distribution of pamphlets by the De- 
partment of Public Health and by radio and other pub- 
licity by the County Medical Society. In the meantime, 
much may be accomplished toward establishing a continu- 
ous campaign of immunization by the medical profession. 


7 7 ? 


To Parents and Guardians :—Your child has reached the 
age at which he should be protected from diphtheria. The 
records of your physician do not show that this has been 
done. Accordingly I am requesting him to send this letter 
to you in order that you may not lose valuable time, but 
take the first opportunity to protect your child against 
this disease. 


Your physician, who is sending you this letter from me, 
is prepared to do the immunization work, and I person- 
ally urge upon you the necessity of attending to this 
beneficial procedure without delay. 


7 e 5 A 


This is to certify that ————-, M.D., has enrolled in 
the National Diphtheria Immunization Campaign, begin- 
ning May 1, 1935, and, as an agent of the Department of 
Public Health, is authorized to urge parents of all un- 


immunized children to have the protective inoculations 
given by him. 
[Seal] J. C. GEIGER, M. D.., 


Director of Public Health. 


Concerning misbranded bread. 


To the Editor—I am enclosing for your information 
a copy of an executive order issued by Doctor Geiger 
re the sale and distribution of breads labeled as pos- 
sessing laxative properties. 
T. P. Lypon, 
Chief, Bureau of Food and Milk. 
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EXECUTIVE ORDER NO. 107 


The manufacture, sale and distribution of bread and 
other bakery products so labeled as to indicate that the 
use of such products relieves constipation, or that said 
products possess laxative qualities, is hereby prohibited in 
this city and county. 

Labeling of this character is in distinct violation of Sec- 
tion 5, Ordinance No. 1426 of the City and County of San 
Francisco, relative to misbranding and mislabeling of 
articles of food and drink. Statements of the type noted 
above are misleading and false; and, therefore, the use 
of such statements in the labeling of food products con- 
stitutes a violation of this section of the ordinance. 

Manufacturers of bread and other bakery products are, 
therefore, accordingly directed to discontinue immediately 
the manufacture, sale and distribution of such products 
so labeled. 


This order is in full force and effect March 29, 1935. 


J. C. GEIGER, M. D., 
Director of Public Health. 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VIII, No. 5, May 1910 
From Some Editorial Notes: 


Department of Health—As most of our readers are 
doubtless aware, a movement has been on foot for a 
number of years to secure the creation by the Federal 
Government of a Department of Public Health. The 
agitation was really commenced by the American 
Medical Association quite a few years ago. Later, a 
Committee of One Hundred of the American Associ- 
ation for the Advancement of Science was formed to 
do pretty much the same work... . 


fo oo 


More on the Same.—It has been pointed out more 
than once in the Journal that few lawyers and almost 
no physicians really know anything about the medical 
practice law or the decisions pertaining to it. That 
is true of most prosecuting officers. It has been de- 
cided by the Supreme Court of this State that a license 
to practice medicine is not a piece of property belong- 
ing to the licensed physician; it is merely a police 
permit, subject to revocation at any time. In conse- 
quence it is not a duty of the Board of Examiners to 
prove that John Doe is not licensed, but it is the duty 
of John Doe to prove that he is licensed by producing 
a certificate if he has one; failing this he is an illegal 
practitioner. Ignorance of this decision (known as the 
Boo Doo Hong case) occasionally leads a prosecuting 
attorney to subpoena the board to produce the records 
in court and show that the accused is not licensed. . . . 


ro 


The Worst Quacks—The worst offenders are not the 
few men who have settled down here and there and 
are practicing without a license; they are the licensed 
physicians who have chosen to prostitute their pro- 
fession to quackery. ... 


7 7, t 


State Society Meeting—For reasons already given, 
only a fragmentary account of the meeting of the 
State Society at Sacramento can be published this 
month. ... The House of Delegates transacted a 
large amount of business in the two sessions held 
Tuesday and Wednesday nights. On the first night 
only the various reports of president, Council, secre- 
tary, editor, etc., and some resolutions and other mat- 
ters of new business, were introduced. All these were 
referred to a special committee, consisting of H. Bert. 
Ellis, Los Angeles; Stanley Stillman, San Francisco; 
and W. J. G. Dawson, Eldridge. On Wednesday night 
this committee reported with its various recommenda- 
tions. The most important matter before the Society, 
the continuance of the plan for malpractice defense, 
which was inaugurated by the Council July 1, 1909, 
was approved and continued permanently. Other de- 
tails of the meeting will be reported in full in the June 
Journal. 

Santa Barbara was selected as the place for the 
next meeting, and the following officers were elected: 
President, John C. King, Banning; first vice-president, 
A. B. Grosse, San Francisco; second vice-president, 
J. Henry Barbat, San Francisco; secretary, Philip 
Mills Jones. Councilors: Second District, George H. 
Kress, Los Angeles; Sixth District, C. G. Kenyon; 
Eighth District, James H. Parkinson; At-Large, F. M. 
Pottenger. 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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By Cuartes B. PinkuaM, M.D. 
Secretary-Treasurer 


News 


“The State Board of Medical Examiners today an- 
nounced a list of sixty-two persons who successfully 
passed the state examinations held in Los Angeles last 
month. Fifty-six of the sixty-four applicants for phy- 
sician and surgeon licenses and six of the seven for 
drugless practitioner licenses passed. Eugene J. Jor- 
genson, M. D., Los Angeles, had an average of 94 4/9 
per cent, the highest mark in the test... .” (Los An- 
geles Evening Post-Record, March 18, 1935.) 


“Prosecution of shyster lawyers, unethical doctors 
and citizens who combine to fake automobile accidents 
in an effort to collect damages will be pushed by the 
California Traffic Safety Council, it was announced 
yesterday by Guy C. Macdonald, Secretary. Effort 
will be made to disbar the lawyer engaging in such 
type of practice and to revoke the license of doctors 
offering false testimony as to the extent of injuries.” 
(San Francisco Chronicle, March 13, 1935.) 


“Agreement on fees for physicians who attend per- 
sons on relief has been reached by S. E. R. A. officials 
and the California Medical Society, it was announced 
today. Three doctors from each County Medical So- 
ciety will work with county administrators under a 
program outlined by Frank Y. McLaughlin, S. E. R.A. 
administrator. They will be $1.25 for office calls and 
$1.75 for house visits.’ (Oakland Post-Enquirer, 
March 27, 1935.) 


“James W. Davidson, 53, inspector for the State 
Board of Medical Examiners for the last eight years, 
died suddenly at his home yesterday from a heart at- 
tack. He was a prominent figure in the state agency 
and handled many important cases involving infrac- 
tions of the Medical Practice Act, under direction of 
Dr. Charles B. Pinkham, veteran secretary of the 
Board. Davidson is survived by his widow, two 
daughters and a son.” (San Francisco Chronicle, 
April 9, 1935.) 


“The Assembly Public Health and Quarantine 
Committee last night tabled Assembly Bill 946 by 
Reaves, which would have amended the Chiropractic 
Act... .” (Sacramento Bee, April 11, 1935.) 


“A compulsory State System of Health Insurance is 
recommended in the report of a Special Interim In- 
vestigating Committee, which was filed with the Sen- 
ate today. The report will be followed with legisla- 
tion to carry out recommendations. (Senate Bill 454, 
amended April 15, 1935). The plan calls for a State 
Commission of five members (three laymen and two 
physicians ‘who have held the degree of Doctor of 
Medicine for not less than ten years’) appointed by the 
Governor and confirmed by the Senate, to administer 
a health insurance fund, to be raised by payroll de- 
ductions.... The amount paid for each individual 
covered, would be approximately one per cent of the 
salary paid. Employers would be authorized to make 
deductions for the cost of coverage from the salaries 
of employees. ... The plan would apply to all em- 


* The office addresses of the California State Board of 
Medical Examiners are printed in the roster on adver- 
tising page 6. 
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